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                                                    ABSTRACT 
             Title: Effectiveness of Clay therapy on anxiety among hospitalized 
preschool children in paediatric medical ward at Institute of Child Health and 
Research centre, Government Rajaji Hospital, Madurai. Objectives: To assess 
the level of anxiety among hospitalized  preschool children in experimental 
group and control group.  To assess the effectiveness of clay therapy among 
hospitalized preschool  children in experimental group .  To compare the post 
test level of anxiety among hospitalized  preschool children in experimental 
group and control group. To associate  the level of anxiety among hospitalized 
preschool children with selected socio-demographic variables among the 
experimental group. Hypotheses:  There is a significant difference between 
the level of anxiety among hospitalized preschool  children in experimental 
group  before and after clay therapy. There is a significant difference between 
the post test level of anxiety among hospitalized  preschool children in 
experimental group and control group. There is a significant association in the 
level of anxiety among hospitalized preschool children with the selected socio-
demographic variables in experimental group. Modified widenbach’s 
prescriptive theory (1964) was adopted for this study.  A true experimental - 
pre test post test control group design was used. 60 hospitalized preschool 
children were selected by simple random  sampling method. Pre test was 
conducted by hospital observed behavior check list on the first day after 
obtaining consent from all the subjects then clay therapy was given 30 minutes 
once a day for 7 Consecutive days (total 7 sessions) for the subjects. Post test 
was assessed on 7th day using the same tool. Conclusion: The study concluded 
that clay therapy is cost effective, non invasive, non pharmacological 
complementary and alternative therapy to reduce the level of anxiety among 
children. 
 
 
 
 
 
 
 
 
 
 
Introduction 
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CHAPTER - I 
INTRODUCTION 
"Children are the hands by which we take hold of heaven." 
                                                                                                 - Henry Ward Beecher,  
 
  The Wealth of a nation is not so much in its of economics and natural 
resources but it lies more decidedly in the kind and quality of the wealth of its 
children. It is they who will be the creators and shapers of a nation’s tomorrow.  Their 
quality and personality will determine the kind of destiny that beckons the nation. 
"Children are our most valuable resource." 
                                                                       -  Herbert Hoover, 31st U.S. president 
Children are one third of our population and all of our future 
- Select panel for the promotion of child health, 1981. 
I brought children in to this dark world because it needed the light that only a child 
can bring. 
                                                                                   -Liz arm bruster 
 
Hospitalization is stressful for children of all ages. During a serious illness, 
children have a great need for their parents and can tolerate their absence only for 
short periods. They need to know that their parents will be there when they need them 
most and that they are loved and missed. . 
Play has been recognised as important since the time of Plato (429- 
347BC). Play is essential part of child and is important aspect in fostering growth and 
development. Toys are the tool of play. Play is synonymous with being a child and it 
is universal language of child. Children involved in the work of play do not require 
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expensive toys and gadgets to keep them entertained but often enjoy playing with 
common household items such as broom handle, boxes, clay materials, drawing book 
etc. 
Play helps in the sensory motor and intellectual development. It also improve 
socialization and self-awareness. Creativity is developed through play. Play also has 
therapeutic and moral value. Therapeutic play provides diversion and brings 
relaxation, feels more secure in a strange environment, lessens stress and provides a 
means of release tension. 
          Edwards, (2000) stated that, children are in a constant process of development; 
in cognitive, physical, and emotional domains. The experience of illness or injury, 
hospitalisation and treatment impacts and intertwines with this process for each child. 
In the current scenario, clay therapy act as a version of play therapy is 
employed as a therapeutic tool. Clay therapy is an adjunct to play therapy. Researcher 
use clay as a therapeutic tool has been effective for children in improving their 
problem solving skills, cognitive development, self esteem enhancement, decision 
making process, control of impulses, and anger. Clay therapy reduces children’s fear 
and anxiety because it holds their interest, provides a wide array of connection by 
establishing an immediate problem solving environment which compliment the 
ongoing treatment plan and also fun. Therapist teaches children about some models 
made by clay. 
As in traditional nondirective play therapy, research has shown that 
allowing an individual to freely play with the sand and accompanying objects in the 
contained space of the sand tray (22.5" x 28.5") can facilitate a healing process as the 
unconscious expresses itself in the sand and influences the sand player. When a client 
creates in the sand tray, little instruction is provided and the therapist offers little or no 
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talk during the process. This protocol emphasizes the importance of holding what 
Kalff (1980) referred to as the "free and protected space" to allow the unconscious to 
express itself in symbolic, non-verbal play. Upon completion of a tray, the client may 
or may not choose to talk about his or her creation, and the therapist, without the use 
of directives and without touching the sand tray, may offer supportive response that 
does not include interpretation. The rationale is that the therapist trusts and respects 
the process by allowing the images in the tray to exert their influence without 
interference. 
Sand tray therapy can be used during family therapy. The limitations presented 
by the boundaries of the sand tray can serve as physical and symbolic limitations to 
families in which boundary distinctions are an issue. Also when a family works 
together on a sand tray, the therapist may make several observations, such as 
unhealthy alliances, who works with who, which objects are selected to be 
incorporated into the sand tray, and who chooses which objects. A therapist may 
assess these choices and intervene in an effort to guide the formation of healthier 
relationships. 
David Henley (2002) Clay is universally recognized as a medium of creative 
expression and it also has great potential for therapeutic application. These two 
properties of clay are celebrated together in a book that explores the history, theory 
and techniques of clay work in eliciting therapeutic outcomes. Vignettes and case 
material explain and expand the text, which interweaves an appreciation of clay in art 
with many practical suggestions for its use in therapy. By according equal status to 
aesthetic outcomes and artistic integrity, the author offers a new and holistic approach 
to clay work. Practitioners and educators in the fields of therapy and art will find his 
book to be an essential source of information and ideas. 
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According to the report of New York University of child study centre, 
mental health problems may originate as early as in the preschool years. One in 10 
children aged 2-5 years found to be experiencing anxiety. In that 9.5% have in the 
form of separation anxiety, social anxiety, specific fears, and generalised anxiety. 
More over these severe and chronic conditions also have the potential to 
significantly cause impairment in academic, emotional, and social development. Thus 
as the understanding of these disorders has evolved, the need to recognize and 
effectively treat these anxiety has become more salient. Clay therapy is one of the 
important methods of prevention of anxiety disorder among preschoolers. 
 
1.1 NEED FOR THE STUDY 
40 % of India’s population are below the age of 14 years. According to 2013 
census. The national center for health statistics estimates that 3.5 million children 
under the age of 15 are hospitalized each year. Pre-school-aged children are 
particularly vulnerable to the effects of stress and fear during hospitalization. Children 
cope with their fears through problem-oriented, emotion-oriented, and function-
oriented coping strategies. Even pre-school-aged children can express their emotions 
and expectations quite well orally. 
In present scenario anxiety disorders are most common form of  
psychopathalology in preschool children with overall prevalence rate of 8-10%. 
Mental health professional believe that the majority of mental health problems in 
adult are rooted in childhood generally before the 8 years. 
Children are generally a human between the stage of birth and puberty. The 
findings clearly indicate that children need adequate information tailored to their 
needs, that their views are sought in the planning and delivery of their care and that 
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hospital environment need to be made more child-centered. Interventions designed to 
reduce children’s stress during hospitalization are not only likely to decrease their 
stress at the time, but also likely to influence how future experiences are appraised 
and managed. 
All young children feel anxious at times. Many infants and toddlers, for 
example, show great distress when separated from their parents, and preschoolers are 
often frightened of strangers, thunderstorms, or the dark. These anxieties are normal 
and are usually short-lived.  
An anxiety disorder occurs, however, when a child experiences excessive 
worry, concern, or fear while involved in developmentally appropriate tasks, ordinary 
interactions, and everyday routines. Anxiety disorders in children are characterized by 
worry, concern, or fear that is exaggerated, pervasive, disproportionate to the situation 
at hand, and inappropriate for the child’s age or developmental level. 
A prevalence rate of psychiatric morbidity among pediatric population has 
been reported since very early (Sethi et al.) but these studies did not report prevalence 
rates of anxiety disorders separately. In one of the earliest known report on neurotic 
disorders, Nagaraja observed childhood neuroses in 9.7% of out-patient population 
and 9.3% of inpatients over a period of seven years in Hyderabad with a male to 
female ratio of 1:2. Manchanda et al. found neurotic behavior in 27.3% children 
admitted for physical ailments. In children seen at the Child Guidance Clinic of the 
Madras Government General Hospital during the year 1964-1966, Raju et al. found 
that 22 of the 592 children were neurotics and 16 were hysterical. Later, in an urban 
survey of 109 families for psychiatric morbidity in children below 12 years, Lal and 
Sethi  reported emotional disturbance in 55% families and 35.4% of the total children 
surveyed. Neurotic disorders were found in 11.0% of the total sample, but the clinical 
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states mentioned therein were extremely varied and did not follow any classificatory 
scheme. 
In an another epidemiological study conducted by Manchanda and 
Manchanda, a total of 19 children (up to 12 years) from the Pediatric inpatient and 
Child Guidance Clinic (CGC) were diagnosed to be suffering from a neurotic disorder 
during a period of 11 months. Incidence of neuroses was 1.1% among pediatric 
inpatients and 8.2% in CGC. The incidence was higher in the females. 73.5% of 
children were in the age range of 10-12 years. None of them were below six years. 
Hysteria was the commonest diagnostic group (71.4%) in the present study. 
Therefore, it is likely that the findings observed for neurotic disorders in general, are 
more characteristic of hysteria. Other disorders in order of frequency were anxiety 
(16.3%) depression (6.1%) and phobia (4.1%). Obsessive compulsive neurosis was 
observed in one case only. 
In another epidemiological study of possession syndrome (Venkataramaiah           
et al.) conducted in West Karnataka reported high prevalence rates of 51% in age 
group ,15 years and 28% in age group 15-25 years (n=718). In this study a house to 
house survey was conducted for a population of 1158 in west Karnataka to determine 
the prevalence of possession syndrome and to study people's attitude towards the 
same. One year period prevalence was found to be 3.7%.    
You can discover more about a person in an hour of play than in a year of 
conversation” by Plato. Play therapy have major role in preventing the anxiety among 
preschool age children. Play therapy refers to wide variety of treatment methods all of 
which incorporate the use of play. For children, play is a natural method of learning, 
development and expression of feeling, thoughts and concerns. Play therapy offers a 
natural, safe and non-invasive method to foster and hasten recovery from anxiety  
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such as social anxiety, separation anxiety etc .It has been specifically designed to be 
developmentally appropriate for children and is based on the idea that children 
communicate and express inner feelings and conflict through play. 
E.g. A crying child will stop crying when a toy is given to play. The value of 
play to a sick child in the hospital has long been recognized and if the hospital is to 
meet the physical, mental and emotional need of the child. It must also provide 
suitable play activity to the child to reduce the fear and anxiety of hospitalized 
children. 
 Play therapy is widely used to treat children’s emotional and behavioral 
problems because of its responsiveness to their unique and varied developmental 
needs. Most children below the age of11 lack a fully developed capacity for abstract 
thought, which is a prerequisite to meaningful verbal expression and understanding of 
complex issues, motives, and feelings (Piaget, 1962). Thus, unlike adults who 
communicate naturally through words, children more naturally express themselves 
through the concrete world of play and activity. In play therapy, then, play is viewed 
as the vehicle for communication between the child and the therapist on the 
assumption that children will use play materials to directly or symbolically act out 
feelings, thoughts, and experiences that they are not able to meaningfully express 
through words (Axline, 1947; Kottman, 2001; Landreth, 2002; O’Connor, 2001; 
Schaefer, 2001). 
Saucier stated that Play activities can be used in a multitude of setting and in  
multidisciplinary  fashion  Ziegler state that one of every four children will be 
hospitalized at least once before reaching school age. The physical and psychosocial 
stress of hospitalization may be influences by the child developmental level, causing 
behavior changes, somatic complaints and a prolonged hospital stay. Through the use 
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of careful developmental assessments, preoperative tours and therapeutic play 
techniques, fear can be allayed misconceptions correlated emotionally charged issues 
addressed and a positive self image created.  Other purposes of therapeutic play are 
helps sick children gradually regain independence through enjoinment of group 
experiences. Creativity can be developed through playing with toys, games and group 
projects during the literature review, the investigator came across studies in relation to 
play activity and its effectiveness, in reducing the child anxiety, which are done in 
foreign settings. Studies done regarding the relationship between play activities and 
anxiety of hospitalized children are very few in India.  Thus the investigators were 
motivated to carry out this study. 
Michal sholt, and tamil gavron, Haifa, Israel   reports that, clay therapy has 
many advantages. Clay therapy should be effective in very anger, anxious and child 
with attention deficit hyperactive disorder. Clay therapy helps the child to express his 
anger through rolling, folding, and pounding the clay. Clay therapy helps the children 
to move from crippling emotional experiences to flourishing opportunity for inner 
growth and healing.  
Knafo’s (2002) concepts regarding clay work, they are : a) procedural 
expressions through the experience of touch , movement, and the three-dimensional 
aspect of clay-work, b) construction and deconstruction process through clay-work, 
and c) the regress process.  
Clay –work involves an intense and powerful tactile experience of touching 
and hap tic involvement touch was identified as one of the first sensory responses to 
develop in humans (frank, 1957; montagu, 1978). Tactile contact is actually the first 
mode of communication that an infant learns. For humans, the early stages of life are 
dominated by oral and skin contact between infant and caregiver (hunter & struve, 
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1998). Thus clay-work involves a very primal mode of expression and 
communication. Touch in clay-work also requires body movements in endless 
opportunities for touching and modelling. Thus clay-work makes possible an entire 
non-verbal language or communication for the creator, through which his or her 
mental realm, emotional life, and primary object relations can be expressed. 
(Henley, 2002) (White, 2006) This research project attempted to explore 
some of the therapeutic benefits of using clay in play therapy. I have discovered that it 
undoubtedly helps a play therapy client express their emotions and this is due to the 
tactile nature of the clay. It is this mode of primal communication (touching) that 
helps emotions such as anger, greed, and grief be expressed in the clay. Using clay 
therapeutically allows you to grab an emotion and look at it in the face, touch it, shape 
it and feel it. It makes the intangible touchable.  From my research and my own 
personal experience I have concluded that clay is extremely cathartic as clients have a 
strong emotional experience working with the clay. Due it is to its ability to be three 
dimensional, it can represent real life objects. It can lead to regression and according 
to Henley (2002) regression that occurs through clay work leads to a cathartic release. 
It is powerful and penetrating and it enables an enormous release and transformation 
without the client having to talk about what is going on. However the use of clay can 
tap into the unconscious mind and a therapeutic conversation about the visible product 
with the client can unlock the hidden memories. I have also seen how clay can act as a 
catalyst in encouraging group interaction and it helps with self esteem and self 
confidence. It also helps clients develop their social skills and helps the group 
members to support one another. It also can be instrumental in developing empathy. I 
feel that clay work that is symbolic or metaphoric can facilitate verbal communication 
and encourage people to speak about matters they wouldn’t have normally disclosed. 
10 
 
Additionally I think because of need to focus on the clay when one manipulates clay 
can led to improved concentration. 
 
Clay therapy: A Manual of Therapeutic Applications of Clay with Children 
provides counselors with over 50 unique clinical, child-centered techniques that 
enhance the therapeutic relationship.   
 Improving Problem Solving Skills 
 Improving Decision Making Abilities 
 Developing Impulse Control 
 Discovering and Enhancing Self Esteem 
 Developing and Utilizing Patience 
 Resolving Dilemmas of Family Life and Growing Up 
“Safety and security don’t just happen; they are the result of collective 
consensus and public investment. We owe our children, the most vulnerable 
citizens in our society, a life free of violence and fear” (Nelson Mandela). 
Illness and hospitalisation are the first crisis children must face. Especially 
during the early years, children are particularly vulnerable to the crises of illness and 
hospitalisation because stress represents a change from the usual state of health and 
environmental routine and children have a limited number of coping mechanisms to 
resolve stressors. 
The paediatric population in hospital today has changed dramatically over the 
last 2 decades. Although there is a growing trend towards shortened hospital stays and 
outpatient surgery, a greater percentage of the children hospitalised today have more 
serious and complex problems than those hospitalised in the past. 
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1.2 STATEMENT OF THE PROBLEM 
  A study to assess the effectiveness of clay therapy on anxiety among 
hospitalized preschool children at paediatric medical ward in institute of child health 
and research centre, Government Rajaji hospital Madurai. 
 
1.3    OBJECTIVES OF THE STUDY 
1. To assess the level of anxiety among hospitalized preschool children in 
experimental group and control group. 
2. To assess the effectiveness of clay therapy among hospitalized preschool 
children in experimental group. 
3. To compare the level of anxiety among hospitalized preschool children in 
experimental group and control group.  
4. To associate the level of anxiety among hospitalized preschool children 
with selected socio-demographic variables in experimental group and 
control group. 
1.4  HYPOTHESES 
 H1: There is a significant difference between the level of anxiety among 
hospitalized preschool children in experimental group before and after clay 
therapy. 
 H2: there is a significant difference between the post test level of anxiety 
among hospitalized preschool children in experimental group and control 
group. 
 H3: There is a significant association in the level of anxiety among 
hospitalized preschool children with the selected socio-demographic 
variables in experimental group and control group. 
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1.5 OPERATIONAL DEFINITIONS 
 Effectiveness:  In this study it refers to reduction in anxiety symptoms 
scores of preschool children   as measured by hospital observed behaviour 
checklist on children’s anxiety. 
 Clay therapy:  In this study, it refers to a form of supervised play therapy 
in which researcher teaches the preschool children about making different 
clay models like human models, animal models, and cartoon models. 
 Level of Anxiety: In this study, anxiety refers to separation, gaze 
behaviour, loss of control, bodily injury, co-operation among hospitalized 
preschool children as measured by hospital observed behaviour checklist 
on children’s anxiety.  
 Hospitalised preschool children: In this study, it refers to admission of 
children between the age of 3-6 years in Paediatric Medical Ward, Institute 
of Child Health and Research Centre. 
 Paediatric medical ward : In this study, it refers to the place where the 
children are  admitted for diagnostic procedures and treatment  in Institute 
of Child Health and Research Centre, Government Rajaji Hospital at 
Madurai. 
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1.6 ASSUMPTION 
 Hospitalized children are susceptible to develop anxiety. 
 Children are explicit the reactions of   hospitalization : separation anxiety, 
social anxiety, depression  (exposure to new environment  such as doctors, 
injections etc.) 
 
1.7 DELIMITATION  
The study is delimited to: 
 The sample size was limited to 60. 
 The data collection period was limited to 6 weeks. 
 The study was limited to the hospitalised preschool children (3-6years) and 
the children to be stayed in the hospital seven days from the date of 
admission in paediatric medical ward.  
 
1.8 PROJECTED OUT COME 
 The study helps to identify the level of anxiety among hospitalized preschool 
children. 
 Clay therapy reduces anxiety of hospitalized preschool children. 
. 
 
 
 
 
 
  
 
Review of Literature 
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CHAPTER - II 
REVIEW OF LITERATURE 
 
“Review of literature is an important steps in the development of a research 
project. It involves systematic identification, location scruting and summary of written 
materials that contain information on research problems.” [Polit and Hungler 1991] 
“The literature is reviewed to summarize knowledge for use in practice or to 
provide a basis for conducting study” (Nancy Burns 2002). 
   “A literature review is an compilation of resources that provides the ground 
work for further study.” [Laura a. Talbot 1995] 
The review of literature is defined as a broad, comprehensive in-depth. 
Systematic and critical review of scholarly publications, unpublished scholarly print 
materials, audiovisual material and personal communication”. [B T Basavanthappa 
2005]. 
 This chapter attempts to preset a broad review of the studies conducted, the 
methodology adopted and conclusions drawn by earlier investigation, it helps to study 
the problem in depth. The literature reviewed in the present had been presented under 
the following heading. 
PART - I 
 2:1 Literature related to anxiety in children. 
 2:2 Literature related to effectiveness of clay therapy. 
 2:3 Literature related to clay therapy on anxiety in children. 
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2.1 LITERATURE RELATED TO ANXIETY IN CHILDREN 
KHalilzadeh H, KHalkhali HR, et.al., (2013)   study conducted to determine 
the effect of family centered care on the anxiety of hospitalized children with urinary 
tract infection.  This study is a quasi-experimental study. Sampling is available 
probability and the estimated number of samples in each group is 40 (totally 80 
person). Questionnaire consisted of two parts, demographic profile (14 questions) and 
Spielberger trait anxiety questionnaire (40 questions). To determine the scientific 
validity of the questionnaire's content validity and to determine the scientific 
reliability, Cronbach's alpha test was used. Control group received the usual care and 
experimental group family-based care. Spielberger trait anxiety questionnaire was 
completed by parents in both groups at admission, 48 hours after admission and at 
discharge and analyzed using statistical test.  Research findings suggest that the mean 
parental anxiety in control group at discharge (58/6 ± 82/48) and intervention group 
(11/7 ± 15/33). The t-test (p < 0/0001) show significant difference between two 
groups anxiety mean after intervention.  Implementation of family-centered care over 
usual care approach is to reduce anxiety. Therefore, this method can be used in the 
care of hospitalized children. 
Kashani, Javad.H., Reid, John.C., Vaidya. et.al., (2011) conducted a study 
to group of 100 children, who were admitted to an inpatient child psychiatric center, 
and their parents, were interviewed with several questionnaires to assess levels of 
anxiety. The group consisted of 73 boys and 27 girls aged 7 to 12 years. No 
differences in age, sex, and socioeconomic status were found among the children. 
Twenty-one children were severely anxious, 48 children were possibly anxious, and 
31 children had no anxiety diagnosis. The Personality Inventory for Children found 
parental discord and disharmony in the families of severely anxious children. Parents 
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of children with severe anxiety had significantly higher hostility scores than the other 
parents. This suggests that hostile or critical parental attitudes may lead to a child's 
perception and anticipation of danger, which in turn leads to anxiety. The importance 
of understanding the influence of family dynamics on the onset of mental disease is 
highlighted by these results.                                                        
 Hamidreza Roohafza, Afsaneh Pirnia, (2009).  conducted a study to 
investigate anxiety levels in two groups of children exposed to nurses with white vs. 
colored clothing in a university hospital in Iran. Hospitalisation causes anxiety in 
children and it is documented that nurses have an important role in alleviating 
children’s distress and anxiety. Nurses characteristics, including their clothing is a 
factor that affects quality of care through child–nurse relationship. Children (n = 92) 
aged 7–15 years old hospitalized for 3–5 days in paediatric surgery ward were 
exposed to nurses in white or coloured clothing. Children’s anxiety was assessed on 
admission and at discharge using Revised Children’s Manifest Anxiety Scale. 
Children exposed to white nursing uniforms showed higher anxiety levels compared 
with children exposed to coloured nursing clothing (p ≤ 0·05). Besides coloured 
nursing clothing, female sex, age >11 years old (guidance school) and living in 
families with more than four members were predictors of lower global anxiety scores.  
   Mehrangiz SHoaakazemi, Nayereh Gholami et.al., (2012)  study conducted  
to determine the effect of group play therapy on separation anxiety disorder in 7-9 
years old children in Tehran. Sampling was purposeful in which 20 children, who 
were diagnosed as separation anxiety disorder, were selected, and randomly divided 
into two experimental and control groups (10 subjects each). Experimental group 
received 9 sessions of group play therapy once a week Tools were: 1) The Raven's 
Colored Progressive Matrices Test. A test of non-verbal intelligence for young 
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children with36 matrix designs. 2) The Spence Children's Anxiety Scale (SCAS) with 
44 questions and 6 subscale variance &covariance analysis were used for data 
analysis. The results of covariance analysis showed the significant effect of group 
play therapy on reduction of separation anxiety disorder in children in post test and 
follow up stage. (p<0.05). 
Teichman Y, Lerman M. et.al., (2010) This study suggested that the child's 
emotional reaction to hospitalization is determined by personal, interpersonal and 
environmental factors. The personal attribute investigated was the child's 
predisposition to experience anxiety, namely, trait anxiety. The interpersonal 
influence was the perceived level of maternal anxiety, and the environmental 
influence was type of hospitalization-traditional hospital or day clinic. Results 
indicate that the child's level of trait anxiety predicted the level of experienced anxiety 
and so did perceived maternal anxiety. Type of hospitalization did not influence the 
level of anxiety, but children with high trait anxiety who attributed to their mothers a 
high level of anxiety reported more anxiety in the day clinic rather than in the 
hospital. The findings imply that, when helping children and families deal with 
hospitalization, personal, interpersonal and environmental factors have to be 
considered. 
Sanjiv K. Bhasin, Rahul Sharma, N. K. Saini (2010) study conducted to 
assess the depression, anxiety and stress (DAS) among adolescent school students 
belonging to affluent families and the factors associated with high levels of DAS. 
Adolescent students belonging to class 9–12th selected for the study. DASS-21 
questionnaire was used for assessing DAS. The scores in the three domains (DAS) 
were found to be remarkably correlated. It was seen that depression was significantly 
more among the females (mean rank 132.5) than the males (mean rank 113.2), 
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p=0.03. Depression (p=0.025), Anxiety (0.005) and Stress (p<0.001) were all 
significantly higher among the ‘board classes’ i.e., 10th and 12th as compared to the 
classes 9th and 11th. All the three (DAS) were found to have an inverse relationship 
with the academic performance of the students. Depression and Stress were found to 
be significantly associated with the number of adverse events in the student’s life that 
occurred in last one year.  . 
Luigi Mazzone*, Benedetto Vitiello.et al., (2007)   The study conducted to 
assess the prevalence of anxiety and the relationship between anxiety and school 
performance were examined among elementary, middle, and high school students. 
Samples of elementary (N = 131, age 8–10 years), middle (N = 267, age 11–13 years), 
and high school (N = 80, age 14–16 years) children were recruited from four public 
schools in a predominantly middle-class community in Catania, Italy. Children 
completed the Multidimensional Anxiety Scale for Children (MASC). T-scores were 
computed for the MASC total scores, and considered to be in the anxious range if 65 
or above. Current academic grades were obtained from school records. Results of the 
478 children, 35 (7.3%) had a MASC T-score in the anxious range. The rate of 
children in the anxious range was 2.3% in elementary, 7.9% in middle, and 15.9% in 
high school (χ2 = 7.8, df = 2, p < 0.05), and was 14.1% among students with 
insufficient grades, 9.4% among those with sufficient grades, and 3.9% among those 
with good or very good grades (χ2 = 11.68, df = 2, p < 0.01).   
Titi Xavier A quasi-experimental study of assessing the effectiveness of play 
activities in reducing the level of anxiety among hospitalized children in a selected 
hospitals at Bangalore was under taken. The convenient sampling technique was used 
to select the sample for the study. Data was collected by using hospital observed 
behavior check list. The data was analyzed by using descriptive and inferential 
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statistics like mean, median, standard Deviation, chi-square, and student ‘t’ test. The 
findings shows that children’s was anxious in the pre-test and were as in the post-test 
shows that children’s was not anxious or reduced anxiety the mean post test scores 
was significantly higher than the mean pre-test scores t = p<0.001so there was a 
significant association between findings and the selected demographic variables as 
estimated by x2 The study concluded that children’s was anxious in the pre-test and 
were as in the post-test shows that children’s was not anxious or reduced anxiety so, it 
indicates that play activities was effective.  
F. Naderi, and P. Asgari et.al., (2010) The present study was purposed to 
examine the Efficacy of Play Therapy on Attention Deficit Hyperactivity Disorder 
(ADHD), Anxiety and Social Maturity in 8-12 years old male and female children. 
The sample subsumed 80 boys and girls whom were selected randomly via simple 
sampling procedure from clientele children whom were identified and diagnosed for 
ADHD and Anxiety in counseling clinics. The subjects randomly allocated to two 
groups, giving equal chance to every client to be included in each group: the 
experimental and control group. Experimental group was involved in play therapy for 
ten sessions; 1 h each. Control group did not. The results authenticated that play 
therapy as an effective therapeutic procedure is a conceivable intervention for 
children experiencing a broad range of problems such as ADHD and anxiety 
involving no any significant risk. 
Mary Kaminski, Teresa Bellini & Joel Wish (2002) child life therapy 
programs and pet therapy programs are often used in pediatric hospital settings to 
provide emotional support and diversion; however there is little research about their 
efficacy. How play and pet therapy affect children was examined in this study of 70 
hospitalized children. Self reported moods, displayed effect, amount of touch, heart 
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rate, blood pressure, and salivary cortisol were measured. Pet therapy likely provides 
an additional supportive activity for hospitalized children.   
Though the example is one of nondirective play therapy, a wide range of 
variation exists under the heading of play therapy. 
Vessey J A, Mohan MM (2010) conducted a study on therapeutic play and 
hospitalized child. It has long been recognized that there are many and varied 
definitions of play. This article briefly explains reviews normative play theory. 
Differing it. From its counterpart, therapeutic play three forms of therapeutic play 
(emotions outlet play, instructional play, and physiologically enhancing play) are 
described and clinical examples are given 
Ribeiro C A (1999) conducted a study on the effects of the use of therapeutic 
play by the pediatric nurse on the behavior of recently hospitalized children. This 
work describes the realization of the results of one experimental research 
accomplished with children from 3 to 5 years of age, recently hospitalized using the 
therapeutic play. The results showed that it helped children behave more according to 
what is expected of this 3 to 5 age group, as well as show sign that they had adopted 
or presented ego strength. 
Belig R. Yolton KA. Nissen HL (2011) conducted a study on medical play 
and preparation: question and issues. Medical play and preparation have become 
increasingly visible components of psychological programming for children in health 
care settings. Each strategy varies to the extent to which adult’s structure and 
directives, which may influence children’s response and post hospital adjustment. 
Medical play and preparation represent different philosophies and theories of 
children’s learning.  
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Doverty N. (2012) conducted a study on therapeutic use of play in hospital. 
Children can suffer much anxiety and stress on entering the hospital environment. 
Play activities, in all its forms, can help to alleviate such stress, facilities smoother 
adjustments to the new and potentially frightening surroundings 
Lizasoin O, Polaino A. (1999) conducted a study on reduction anxiety in 
pediatric patients; effects of a psycho pedagogical intervention program. A 
psychological intervention programs are used as a resource to improve children’s life 
in hospital and to prevent the negative effects of hospitalization one of these negative 
effects is the children’s anxiety. The statistical analysis showed the effectiveness of 
this program in order to reduce and prevent the emergence of anxiety symptoms. 
Therefore, its generalization and use are recommended 
Hall D, Clearly J. (1998) conducted a study on the development of play for 
children in hospitals. Play in hospital has developed alongside of changes toward a 
more family centered model of care. The recreational and educational role of play has 
been significantly extended toward a therapeutic purpose. This article considers the 
relationship between play workers and teachers, nurses and parents, and presents 
some examples of the use of play in hospital. 
Side Kazemi, and Leila Ka Shani. et.al., (2011) This study is designed to 
evaluate the role of music therapy on the level of anxiety in children aged 912 years 
old, in an academic hospital in Gorgan, northeast of Iran. Sixty hospitalized children 
were categorized into the intervention (case=30) and the control groups (N=30) by 
using a simple randomized method result showed that the anxiety scores between the 
control and the intervention groups had no significant difference before the 
application of the music. 
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Kemper & Wornham, 2001. Many studies have investigated the effects of 
massage therapy, demonstrating improvements in anxiety, depression, and 
cooperation in hospitalized children. Additionally, chronic illness-related symptoms 
significantly improve following therapy. In one study, cystic fibrosis patients 
experienced reduced anxiety, increased mood, and increased peak airflows.  For such 
reasons, massage therapy is increasingly being incorporated into the health care field. 
Infants undergoing massage therapy were found to spend more time in active/awake 
states, cry less, and have lower stress levels (as measured by cortisol levels) as 
compared with rocking. 
 
2.2 LITERATURE RELATED TO THE EFFECTIVENESS OF CLAY 
THERAPY     
Heejeong Jang, Sunnam Choi, (2012) The participants in this study were 16 
adolescents in an educational welfare program in a city middle school in Gyeonggi 
Province. The participants’ ego-resilience was measured before the first session after 
the last session, and in a follow-up test one month after the end of the program. Means 
and standard deviations from the tests were compared, and repeated measures analysis 
of the variance and simple main effects were computed using SPSS 18.0.The 
significance of this study lies in the finding that clay-based group art therapy produces 
positive effects on the adolescents’ ego-resilience, a personal trait that helps with 
mental and emotional adaptation in a changing and conflicting environment.    
(Henley, 2002) (White, 2006), This research project attempted to explore 
some of the therapeutic benefits of using clay in play therapy. He has discovered that 
it undoubtedly helps a play therapy client express their emotions and this is due to the 
tactile nature of the clay. It is this mode of primal communication (touching) that 
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helps emotions such as anger, greed, and grief be expressed in the clay. Using clay 
therapeutically allows to grab an emotion and look at it in the face, touch it, shape it 
and feel it. It makes the intangible touchable.  He has concluded that clay is extremely 
cathartic as clients have a strong emotional experience working with the clay.       
Hall, Kaduson and Schaefer (2002:) it says ,list clay therapy as part of game 
called the “Power animal technique” where children construct a desired animal in clay 
to create a positive symbol of strength. Pauls Phillips (1994) in the American journal 
of art therapy reviews a video on the use of clay therapy when working with a boy 
and his anger. Robert Racusin (2000) includes clay in the materials he used for his 
brief psychodynamic psychotherapeutic interventions with children but does not 
elaborate on how specifically clay is used with particular presenting problems. Kahn 
(1996) working. 
Timothy Lawver, and Kelly Blankenship, et.al., (2008) Play therapy is a 
treatment modality in which the therapist engages in play with the child. Its use has 
been documented in a variety of settings and with a variety of diagnoses. Treating 
within the context of play brings the therapist and the therapy to the level of the child. 
By way of an introduction to this approach, a case is presented of a six-year-old boy 
with oppositional defiant disorder. The presentation focuses on the events and 
interactions of a typical session with an established patient. The primary issues of the 
session are aggression, self worth, and self efficacy. These themes manifest 
themselves through the content of the child’s play and narration of his actions. The 
therapist then reflects these back to the child while gently encouraging the child 
toward more positive play. 
Cindy and doug lietz (2008) The subject of using polymer clay and other 
hobbies as a stress management technique has been on my mind a lot lately. In fact 
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just today I had a bit of a conversation with a very sweet lady (Betsy) that was telling 
me how she started making polymer clay candle holders as a way to stay mentally 
positive during her battle with thyroid cancer. Here’s a link to the article page where 
we were chatting if you want to read more about her inspirational story: How To 
Make Polymer Clay Canes Betsy’s wonderful attitude in coping with her illness 
reminded me of how art therapy can really help with the healing process. Here’s a 
couple of other stories I’ve heard recently of others who have found comfort in 
polymer clay. 
 
2.3 LITERATURE RELATED TO CLAY THERAPY ON ANXIETY IN 
CHILDREN 
Ghazaal Zaynaliyan1, Mo hammadreza Abedi et.al., (2014) Research 
conducted to determine the effect of paint therapy and clay therapy on separation 
anxiety disorder symptoms in pre-school children as well as to compare the two 
mentioned therapies. The research methodology was individually done and child 
anxiety symptoms were studied by CSI-4 questionnaire. Research testers were six 
children with separation anxiety disorder randomly selected from those who visited 
Golestan Zendegi and Saf clinics in Isfahan through using a diagnostic interview and 
children’s separation anxiety scale. The six children were divided in to three groups of 
two: painting therapy; clay therapy as well as control group who received no 
treatment. Research findings showed that according to data visual analysis based on 
descriptive statistics and visual analysis paint therapy and clay therapy were effective 
in reducing separation anxiety disorder symptoms in intervention step as compared to 
baseline (P<0.5); in addition, there was no significant difference between the two 
mentioned treatments (P<0.5). However, there was seen a difference between 
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experimental and control groups. The research results show the effectiveness of paint 
therapy and clay therapy on reducing separation anxiety disorder. 
Parisa rahmai (2010) The research Data was collected from thirty six year 
old children with the objective to examine the effectiveness of clay therapy on 
reducing anxiety in them. For examining children's anxiety CSI-4 test developed by 
Gadow & Sprafkin, (1994) was employed which was answered by parents of children. 
Data was subjected to one- way analysis of variance. It showed significant difference 
on anxiety scores among groups (F = 74.2, p < 0.01). Scheffe test was employed to 
analyze pairs of means to see if there is a difference, which showed significant 
difference on anxiety of control group in post-test comparing with clay group and 
narrative group. No significant difference was found among clay group and narrative 
group respectively. 
Courtney McCullough, Mahopac, NY(2009),  case study conducted over a 
12-year-old boy who participated in an 8-month art therapy program conducted in the 
South Bronx, a neighborhood of New York City. The author examines the use of 
transitional objects in a case study of a 12-year-old boy, documenting the role of art 
therapy (clay) in helping the boy cope with the trauma of his parents’ recent 
separation and divorce. Transitional objects emerged spontaneously as the boy 
integrated the transition that the divorce of his parents created; these objects were 
elaborated through various art materials (clay) and their use eventually de -creased as 
the boy achieved a more secure sense of self. The case illustrates the therapeutic value 
of transitional objects and transitional space in therapy.  
Sajani, V. & Manickam, L.S.S. (2000).  An Experiential Study conducted an 
Art Therapy Programme for Adolescence. It was an intensive 5 days programme. It 
was meant for adolescents studying in high school classes. Several Schools in 
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Thiruvananthapuram City were contacted and information about the art therapy 
programme was provided. Twenty students responded. But only 12 participants turned 
up for the programme. There were seven girls and five boys. Their age ranged from 
10 to 16 and the mean age was 13.5. It was conducted at the Counseling and 
Psychotherapy Centre, CAPS, Thiruvananthapuram from 8.30 am to 4 pm during the 
summer holidays. The participants meditated on these ragas and identified the feelings 
to the ragas. The identified feelings were sokam (Kindness), and santham (calmness). 
Later the violinist explained about different ragas. The participants reported that they 
were too much involved with the aroused emotions and it was difficult for them to get 
out of one. 
K. Sekar, & Prabu, (2007) case study conducted on tsunami traumatic child 
Jennifer made a clay model of her mother during the exercise on clay modeling, 
whom she lost at the time of Tsunami. Jennifer, prior to the incident, used to be quite 
a chirpy girl. However her friends say that she rarely laughs anymore and requests her 
friends to leave her alone. During the exercise on ‘Clay Modeling’ Jennifer made a 
clay model of her deceased mother and shared with the group how she saw her mother 
getting washed away by the Tsunami waves. Everyone from the group showed 
concern towards her which made Jennifer feel better. The facilitator addressed her 
distress by asking her to gradually try to get over the grief of her mother’s death and 
take a control over her life. By the second stage of the exercise Jennifer had eased off. 
In the future she said she would like to go to the city and take up a good job. Jennifer 
is good at dancing and singing. She wants to get professional training in singing and 
dancing and in the future wishes to open a music school in the name of her mother. 
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Heejeong Jang, Sunnam Choi, (2012) The participants in this study were 16 
adolescents in an educational welfare program in a city middle school in Gyeonggi 
Province. The participants were divided into two groups of 8 – the experimental group 
and the control group – and received a total of 18 sessions of the therapy program, 
once a week, for 80 min in each session. The participants’ ego-resilience was 
measured before the first session after the last session, and in a follow-up test one 
month after the end of the program. Means and standard deviations from the tests 
were compared, and repeated measures analysis of the variance and simple main 
effects were computed using SPSS 18.0. It was found that clay-based group art 
therapy produced positive effects on the ego-resilience of low SES adolescents. The 
significance of this study lies in the finding that clay-based group art therapy produces 
positive effects on the adolescents’ ego-resilience, a personal trait that helps with 
mental and emotional adaptation in a changing and conflicting environment. 
Amran Hassan (2012). This study represents a single Quasi-experiment 
predisposed to a qualitative ‘art-based approach’ by collecting samples from a school 
in Pahang which is involved in the Emotional Expressive Programmer. The selection 
of sample is purposive and a total of 38 form 6 students were selected by the School 
Counselor and Coordinator of Form 6 as the (special) experiment group of school 
students undergoing pressure or stress. As a result, all the participants of this 
experiment stated a feeling of relief at being able to articulate suppressed emotions all 
this time through clay therapy and an increased mental motivation to continue with 
studies even though it was held for a short period. 
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PART - II 
CONCEPTUAL FRAMEWORK 
Conceptual framework deals with the abstraction which are assembled 
together by virtue of their relevance to a common theme [Polit and Hungler 
1999] A conceptual framework or model is made up of concepts that are mental 
image of a phenomenon. These concepts are linked together to express their 
relationship between them.  
 A model is used to denote the symbolic representation of concepts 
(Jacqueline Fawcett, 1987). The study is based on the concept to assess the 
effectiveness of clay therapy in reducing the anxiety of hospitalized preschool 
children. The investigator adopted the Widenbach’s Theory of helping art of 
clinical Nursing, 1964 for a conceptual framework. 
Widenbach’s prescriptive theory is directed toward an explicit goal. It 
consists of three factors central purpose, prescription and realities. A Nurse develops a 
prescription based on a central purpose and implements it according to the realities of 
the situation. 
 Ernestine Wiedenbach view nursing practice as an art based on goal directed 
care, her vision of nursing practice closely parallels the assessment, implementation 
and evaluation steps of the nursing process. She identifies seven levels of awareness 
(sensation, perception, assumption, realization, insight, design and decision). 
 The conceptualization of nursing practice according to this theory consists of 
three steps as follows. 
Step I  :  Identifying the need for help 
Step II  :  Administering the needed help 
Step III  :  Validating the need for help was met 
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(Fig- 1) Conceptualization of nursing practice 
  
This theory views nursing as an art based on the goal or central purpose. It 
consist of 3 factors, Central purpose, Prescription and realities. 
 
 Central purpose: 
It refers to what the nurses want to accomplish: According to this study the central 
purpose is to assess the effectiveness of clay therapy in reduction of the level of 
anxiety among hospitalized children 
 
STEP I : IDENTIFYING THE NEED FOR HELP 
 This step involves determining the need for help. The children with anxiety is 
identified by screening with hospital observed behavior check list on anxiety. The 
convenient sampling method is used to assign for experimental and control group. 
Step 1 
Identifying the need for help 
Step  II 
Administering the needed help 
Step III 
Validating the need for help was met 
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Pre Interventional level of anxiety is measured for both groups using 
combined demographic data and hospital observed behavior check list on anxiety. 
 
STEP II: ADMINSTRATION OF THE NEEDED HELP 
After the pre assessment level of anxiety is measured in experimental and 
control group, clay therapy (making animal, cartoon, birds model etc.,) is given for 
the experimental group. 
This refers to the provision of required help to fulfill the identified need. It has 
two components. 
 Prescription 
 Realities 
 
Prescription  
In this study prescription refers to clay therapy. 
Realities 
Agent   :  Investigator 
Recipient :   Hospitalized Children in paediatric ward (3 to 6 years) 
Goal   :   To reduce the level of Anxiety among hospitalized children 
Means   :   Clay therapy (making animal, cartoon, birds model etc.,) 
Framework :   Paediatric medical ward in the hospital setting. 
 
STEP III: VALIDATION OF THE NEED FOR HELP WAS MET 
It is accomplished by means of measuring post assessment level of anxiety 
after clay therapy. This was done by hospital observed behavior check list for children 
and identified whether there is a reduction in the level of anxiety among hospitalized 
children.  
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Fig.: 1 MODIFIED WIDENBACH’S PRESCRIPTIVE THEORY (1964)
CENTRAL 
PURPOSE 
Reduce the 
anxiety 
among 
hospitalized 
preschool 
children  
STEP I: 
Identifying need 
for help 
STEP II: 
Ministering the 
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CHAPTER - III 
METHODOLOGY 
 
          The methodology of research indicates the general pattern of organizing the 
procedure of gathering valid and reliable data for an investigation (Kothari C.R., 
2004).  
This chapter provides a brief description of the methods adopted by the 
investigator in the study. It includes the research approach, research design, the 
setting, sample and sampling technique .It further deals with the development of the 
tool and procedure for data collection and plan for data analysis. 
This chapter deals with the description of methodology and different steps that 
are taken for gathering and organizing data for the investigator to assess the 
effectiveness of clay therapy in reducing Anxiety of the hospitalized children. 
 
3.1 RESEARCH APPROACH   
It is a quantitative study in which True experimental design was used. This 
study aims at assessing the effectiveness of clay therapy in reducing the anxiety of 
hospitalized children. 
 
3.2 RESEARCH DESIGN 
According to Kothari .C.R. (2003) “A research design is defined as the overall 
plan for collecting and analyzing data, including a specification for enhancing the 
internal and external validity of the study”. 
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The investigator used True experimental design - pretest post test control 
group design for this study. There was a manipulation for the subjects with a control 
group and randomization. 
 
Group Pre Test Intervention Post Test 
Experimental Group 01 X  (clay therapy) 02 
Control group  01 Routine care 02 
 
Tab. 1:  SCHEMATIC REPRESENTATION OF RESEARCH DESIGN 
O1 - Pre test level of anxiety among Hospitalized preschool children in experimental 
and control group.  
X – Clay therapy (30 min once in a day for 7 consecutive days) 
O2- Post test level of anxiety among Hospitalized preschool children in experimental 
and control group. 
 
3.3 VARIABLES 
The variable is “an attribute of a person or object that varies, that is taken a 
different values”. (Polite and hunger) 
 
Independent variable 
  The independent variable is the variable that stands alive and is not dependant 
on another. It is the cause for an action. 
    In the present study, the independent variable is the clay therapy. 
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Dependent variables 
          Dependent variable is the effect of the action of the independent variable and 
cannot exist by itself. 
In the present study, the dependant variable is the anxiety of the hospitalized 
children. 
 
3.4 SETTING OF THE STUDY 
The setting is the physical location and condition in which data collection 
takes place in the study. (Polit and Hungler, 1995) 
The study was conducted in the pediatric medical Ward at Institute of Child 
Health and Research Centre, Government Rajaji hospital Madurai. 
 
3.5 STUDY POPULATION 
The population is defined as the entire aggregation of cases that meet a 
designed criterion.   
 
TARGET POPULATION 
Target population: The target population is the entire population in which the 
researcher is interested and to which he or she would like to generalize the respect of 
a study. 
The target population of the present study comprises of hospitalized preschool 
children.  
ACCESSIBLE POPULATION  
Preschool children admitted in the medical ward at Institute of Child Health 
and Research Centre, Madurai. 
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3.6. SAMPLE AND SAMPLE SIZE   
Polit and Hungler (1995) 
The sample is a subset of the population selected to participate in a research 
study. 
 The children those who are admitted in pediatric medical ward between the 
age group of 3-6 years at Institute of Child Health and Research Centre, Government 
Rajaji Hospital ,Madurai. 
The sample size for the present study is composed of 60 preschool children 
(30 Experimental group and 30 Control Group) who is admitted in Institute of 
Child Health and Research Centre, Madurai.  
 
3.7 SAMPLING TECHNIQUE 
Sampling is the process of selecting a portion of the population to represent 
the entire population.  Simple Random sampling (lottery method) technique was used 
to select the 60 subjects from the target population.  
 
3.8 CRITERIA FOR SELECTION OF SAMPLES 
   Inclusion criteria 
 Children in the age group of 3 to 6 years. 
 Children who are admitted in medical ward irrespective of any illness. 
 Children who can understand and able to speak Tamil. 
Exclusion Criteria 
 Children who are blind, mentally and physically challenged. 
 Children those who are admitted for only observation. 
 Children who are having skin allergy. 
 Children who critically ill and unconscious. 
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3.9 DEVELOPMENT&DESCRIPTION OF THE TOOL 
Data collection tools are the procedures or instruments used by the researcher 
to observe or measure key variables in the research problem. Observed Behavior 
Check list on children’s anxiety was selected to assess the anxiety level of 
hospitalized preschool children. It was considered to be the most appropriate 
instrument to elicit the response from subjects who are able to understand Tamil. The 
following steps were carried out in the preparation of the tool. 
          1.  Literature review 
          2. Conceptual framework  
          3. Discussion with experts 
           4. Preparation of blue print 
The tool was organized into two sections.  
Section A: Deals with demographic data. 
Section A consist of demographic variables  of age, gender of the child, birth 
order, religion, family type, residence, income, educational status of the father, 
education of the mother, education of the child, dietary pattern.   
 
Section B: hospital observed behavior check list on children’s anxiety 
A hospital observed behavior checklist was prepared consisting of 50 items 
were given score of 1,2,3,4 & 5, for each behavior. 
SCORING PROCEDURE 
The scoring system is divided into following categories 
      01 to 50   – No Anxiety 
      51 to 100   –    Mild anxiety 
     101 to150   –     Moderate Anxiety 
     151 to 200  –    Severe  
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     201 to 250   –     Profound Anxiety 
The scoring of each item of hospital observed behavior checklist as follows; 
ITEMS ITEMS 
Strongly disagree 1 
Undecided 2 
Disagree 3 
Agree 4 
Strongly agree 5 
 
This instrument consist of 50 items. Maximum score for each item is 5. So the 
total obtained score is 250. Decrease of score denotes more coping abilities of 
preschoolers towards hospitalization . 
 
3.10 TESTING OF THE TOOLS  
Validity of the Tool 
Validity is the degree to which an instrument measures what is intended to 
measure (Polit and Hungler. 1995)  
The content of the tool was validated by the experts in the field of medicine 
and Nursing. The suggestions of the experts were incorporated in the study. Minimal 
modification was made in the section A & Section B of the tool. After the change the 
tool was finalized. The refined modified tool was used for data collection and content 
validity was obtained. 
 
Reliability of the Tool  
The reliability of the tool was assessed by test-retest method reliability value is 
0.85.This correlation coefficient is very high and it is a good tool for assessing the 
effectiveness of clay therapy in reducing the level of anxiety hospitalized preschool 
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children at Paediatric medical ward in Institute of Child Health and Research Centre  
Government Rajaji Hospital, Madurai. 
 
3.11 ETHICAL CONSIDERATION  
This study was conducted after the approval from the ethical committee 
Madurai Medical College, Madurai. All respondents were carefully informed about 
the purpose of the study and their part during the study and how the privacy was 
guarded. Ensured  confidentiality of the study result. Thus the investigator followed 
the ethical guidelines which were issued by the research committee. Written 
permission was obtained from all participants. 
 
3.12 PILOT STUDY  
A pilot study is a small scale version or a trial run for the major study. The 
function of this pilot study was to obtain information for improving the project or for 
assessing its feasibility. 
The pilot study was conducted after getting formal administrative permission 
and ethical clearance. The pilot study was conducted at the Paediatric Medical Ward 
in Government Rajaji Hospital Madurai for the period of one week. Formal 
permission was obtained from the Director of Institute of Child Health and Research 
Centre   Madurai. Ten  samples those who fulfilled the inclusion criteria were chosen 
by  simple random sampling technique (lottery method). Informed consent was 
obtained from the mothers of the sample and data was collected. The instrument was 
found reliable for proceeding with the main study. The other opinion and suggestion 
were incorporated in the main study to accomplish the objectives of the study. 
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3.13 CLAY THERAPY AS AN INTERVENTION TOOL 
          Clay therapy is based on the ideas that the creative process of model making is 
healing and life enhancing and is a form of nonverbal communication of thoughts and 
feelings. 
                                                           American Art Therapy Association, 1996 
Interventions that promote resilience makes sound preventive sense. Children 
need a safe way to communicate their anxieties, and often the best way to cope can be 
found in the trappings of childhood clay. Children and adolescents don’t always have 
the words to express what they are going through and are typically created by nature – 
both of which make them well-suited for clay therapy intervention. Activities based in 
creative clay therapies engage them in a process that builds self-esteem as well as 
problem solving and life skills. Their creativity helps them access and explore pent-up 
emotions. 
Intervention   :    providing clay therapy  
Frequency      :   one session at morning  
Duration of session  :   30 minutes 
Duration of therapy  :    seven consecutive days 
During the intervention the researcher observed and supported the children. 
 
3.14 DATA COLLECTION PROCEDURE 
After obtaining the formal permission from the Head of the Department child  
Health Nursing and Principal College of Nursing, also obtain the Permission from 
The Director, Department of  Paediatrics, Institute of Child Health sand research 
centre, Government Rajaji Hospital Madurai. The investigator explained the purpose 
of the study and informed written consent is obtained from each subjects. Collection 
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of demographic data among the mother of a children and, their anxiety level is 
assessed by using hospital observed behavior checklist on anxiety.  
 On the first day of admission in pediatric medical ward, the mothers/ 
caregivers of children were approached and the consent was obtained after fully 
explaining the procedure of the study and the rights of the clients. Based on the 
criteria for sample selection the subjects were selected using purposive sampling 
method. 12 samples were selected for each week of study. Pretest was done to 
evaluate the level of anxiety using Hospital observed behavior checklist on children’s 
anxiety, after the ward rounds the clay therapy was provided to experimental group 
for 30 minutes once in a day. The same intervention was given for a period of 7 
consecutive days. The post test assessment was conducted for both groups using the 
same assessment scale on the seventh day of the study. The same  sample selection 
procedure and intervention was adapted to the further four groups. The data collection 
period was 6 weeks and data was collected on all 7 days of the week.   
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KEYS 
 PRE TEST         
           
POST‐TEST     INTERVENTION    
   
DATA COLLECTION PROCEDURE
 FROM 12th AUGUST 2014 TO 15th SEPTEMBER 2014 
DATE 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 01 02 03 04 05 06 07 08 09 10 11 12 13 14 15 
 
12 
SUBJ 
-ECTS                                   
Group1 
                
12 
SUBJ 
-ECTS                                                     
Group2 
                              
12 
SUBJ 
-ECTS                                       
Group3 
                                            
12 
SUBJ 
-ECTS                         
Group4 
                                                          
12 
SUBJ 
-ECTS           
Group5 
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3.15 PLAN FOR DATA ANALYSIS  
  The data were planned to be analyzed in terms of the objectives of the study 
using descriptive and inferential statistics. 
 
Descriptive statistics include 
1. Frequency and percentage distribution of demographic variables. 
2. Mean and standard deviations of pre assessment and post assessment 
knowledge scores. 
 
Inferential statistics include 
1. Paired ‘t’ test for comparison of pre assessment  and post assessment of 
experimental group 
2. Unpaired ‘t’ test for comparison of post test between control and 
experimental group to assess the effectiveness of clay of therapy 
3. Chi square test is to associate the demographic variables with post test of 
both groups 
4. The data analysis and interpretations of the results are given in the 
following chapter. 
 
3.16 PROTECTION OF HUMAN RIGHTS 
The investigator obtained approval from Ethical committee of College of 
Nursing, The Ethical IRB committee of Government Rajaji hospital and from The 
Director, Department of Paediatrics, Institute of Child Health and Research Centre 
Madurai. Both verbal and written consent was obtained from all the participants. 
Confidentiality and Anonymity was maintained throughout the study 
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Schematic Representation of the methodology
 
Dissemination of Result 
Interpretation of Data 
Data Analysis 
Descriptive analysis and inferential Analysis 
Intervention - clay therapy  30 minutes once in a day for 7 consecutive days 
 (Experimental group) 
Data Collection Instrument 
Demographic profile, Hospital observed behaviour check list on anxiety 
Sampling Technique 
Simple Randam sampling  (lottery method) 
Sample Size 
n=60 (Experimental and control each 30) ,simple randam sampling  (lottery method) 
Accessible population: Preschool children admitted at paediatric medical ward in 
Government Rajaji Hospital Madurai.  
Target population : Hospitalized preschool children. 
Settings 
Paediatric Medical ward, Institute of Child Health and Research Centre 
Governtment Rajaji Hospital, Madurai 
Reaseach Design 
True  Experimental Design - pretest post test control l group design 
Research Approach 
Quantitative  Approach 
  
    
Data Analysis And 
Interpretation 
 
 
 
44 
 
CHAPTER IV 
DATA ANALYSIS AND INTERPRETATION 
“The results you achieve will be in direct proportion to the effort you apply” 
- Dennis waitle 
 
The data analysis and interpretation section deals with what was found by 
conducting the study. To be useful ,the evidence from data analysis  need to be 
carefully examined ,organized and given meaning ,and both statistical and clinical 
significance need to be assessed. The interpretation of research activities involves 
examining evidence, forming conclusions, exploring the significance of findings, 
generalizing the findings, considering implications, and suggesting further studies. 
In this chapter the data collected were edited, tabulated, analyzed and interpreted. 
 
Section : A - Distribution of  socio-demographic variables. 
Section :  B - Effectiveness of clay therapy on anxiety among hospitalized preschool 
children. 
Section: C - Description of the post test level of anxiety among hospitalized 
preschool children. 
Section:  D - Association between the level of  anxiety among hospitalized preschool 
children  and their  selected  demographic variables     
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SECTION I 
DISTRIBUTION DEMOGRAPHIC PROFILES OF THE HOSPITALIZED 
PRESCHOOL CHILDREN 
TABLE 1 : DISTRIBUTION OF FREQUENCY AND PERCENTAGE WISE 
DISTRIBUTION OF DEMOGRAPHIC DATA OF 
HOSPITALIZED PRESCHOOL CHILDREN 
n=60 
Demographic data Control group 
Experimental 
group 
f % f % 
1.Age of the child (in years):  
a) 3-4  years 
b) 4-5 years  
c) 5-6 years  
d) >6  years 
 
10 
13 
7 
0 
 
33.3 
43.3 
23.3 
0 
 
10 
9 
11 
0 
 
33.3 
30 
36.7 
0 
2.Gender of the child  : 
a) Male 
b) Female   
 
14 
16 
 
46.7 
53.3 
 
15 
15 
 
50 
50 
3.Birth order: 
a) First   
b) Second   
c) Third  
d) > third   
 
11 
13 
5 
1 
 
36.7 
43.3 
16.7 
3.3 
 
11 
14 
4 
1 
 
36.7 
46.7 
13.3 
3.3 
4.Religion : 
a) Hindu  
b) Muslim  
c) Christian  
d) Others  
 
28 
2 
0 
0 
 
93.3 
6.7 
0 
0 
 
27 
3 
0 
0 
 
90 
10 
0 
0 
5.Family type : 
a) Nuclear  
b) Joint  
c) Extended  
d) Separated  
 
18 
12 
0 
0 
 
60 
40 
0 
0 
 
18 
11 
0 
1 
 
60 
36.7 
0 
3.3 
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Demographic data 
Control group Experimental group 
f % f % 
6.Residence :  
a) Rural   
b) Remote village  
c) Urban  
d) Semi urban  
 
16 
3 
11 
0 
 
53.3 
10 
36.7 
0 
 
10 
7 
12 
1 
 
33.3 
23.3 
40 
3.3 
7.Income  :  
a) <Rs.2000 
b) Rs.2000-4000 
c) Rs.4000-6000 
d) >Rs.6000 
 
8 
17 
4 
1 
 
26.7 
56.7 
13.3 
3.3 
 
0 
14 
13 
3 
 
0 
46.7 
43.3 
10 
8.Educational status of father : 
a) Non-literate  
b) Primary  
c) Secondary  
d) Higher secondary and 
above   
 
6 
13 
8 
3 
 
20 
43.3 
26.7 
10 
 
6 
8 
11 
5 
 
20 
26.7 
36.7 
16.7 
9.Educational status  of mother: 
a) Non-literate  
b) Primary  
c) Secondary  
d) Higher secondary and 
above   
 
7 
7 
14 
2 
 
23.3 
23.3 
46.7 
6.7 
 
4 
10 
15 
1 
 
13.3 
33.3 
50 
3.3 
10.Education of child: 
a) No formal education 
b) L.K.G 
c) U.K.G 
d) 1ST STD 
 
5 
4 
11 
10 
 
16.7 
13.3 
36.7 
33.3 
 
1 
10 
5 
14 
 
3.3 
33.3 
16.7 
46.7 
11.Dietary pattern: 
a) Vegetarian  
b) Non –vegetarian  
 
2 
28 
 
6.7 
93.3 
 
3 
27 
 
10 
90 
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Table 1 reveals that the demographic information of children those who were 
participated in the study. 
In considering  the age  in control group, 33.3%  of children were belongs to 
3-4 years of age, 43.3% were in 4-5 years, and remaining  23.3% were in 5-6 years  of 
age. Most of the children were from the age group of 4-5 years. 
Age wise distribution in experimental group, 33.3% of children were in 3-4 
years of age, 30% were in 4-5 years, 36.7% were in 5-6 years of age. Most of the 
children were from the age group of 5-6 years. 
While considering gender wise distribution in control group, majority 53.3% 
of children were female and 46.7% of male children. In experimental group, 50% 
children were female and 50% of children were male. Both gender are equal in 
experimental group. 
Based on birth order wise distribution in control  group, 36.7% of children 
were in first child, 43.3% of children were in second child,16.7% of children were in 
third child and 3.3% of children were in four and above child. Majority of children 
were second birth order. In experimental group, 36.7% were in first child, 46.7% were 
in second child, 13.3% were in third child and 3.3% were in four and above child. 
Most of the child were second birth order. 
Regarding religion wise distribution in control group, 93.3% of children from 
Hindu, 6.7% of children from Muslim. Majority of children were from Hindu religion.  
In experimental group 90% of children from Hindu, 10% of children from Muslim. 
Majority of children were from Hindu. 
With view of the type of family wise distribution in control group, 60% of 
children were from nuclear family and 40% of children were from joint family. In 
experimental group 60% of children from nuclear family, 36.7% of children were 
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joint family, and 3.3% of children were from separated family. Majority of children 
(60%) were from nuclear family in experimental and control group. 
Regarding residence wise distribution in control group, 53.3% of children 
were from rural area,10% of children were  from remote village, 36.7% of children 
were  from urban area and 0% of children were from semi urban area. Most of the 
children were from rural area. In experimental group, 33.3% of children were from 
rural area, 23.3% of children were from remote village, 40 % of children were from 
urban area and 3.3% of children were from semi urban area. Majority of children were 
from urban area. 
With regarding income in control group, 26.7% of children were from less 
than 2000, 56.7% of children were from 2000-4000, 13.3% of children were from 
4000-6000, and 3.3% of children were from > 6000. Most of the children were from 
the income of 2000-4000. In experimental group 46.7% of children were from 2000-
4000, 43.3% of children were from 4000-6000, and 10% of children were from > 
6000. Most of the children were from 2000-4000 of income. 
Considering father’s education wise distribution in control group, 20% of 
fathers were having no formal education, 43.3% of fathers were having primary 
education, 26.7% of fathers were having secondary education and 10% of fathers 
were having higher and above education. In experimental group 20% of fathers were 
having no formal education, 26.7% of father were having primary education, 36.7% 
of fathers were having secondary education, 16.7% of fathers were having higher and 
above education. 
On the view of mother’s education wise distribution in control group, 23.3% 
of mothers were having no formal education, 23.3% of mothers were having primary 
education, 46.7% of mothers were having secondary education and 6.7% of mothers 
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were having higher and above education. Most of the mothers were in secondary 
education. In experimental group, 13.3% of mothers were having no formal 
education, 33.3% of the mothers were having primary education, 50 % of the mothers 
were having secondary education, 3.3% 0f children were having higher and above 
education. Most of the mothers were having secondary education. 
Regard the standard of studying wise distribution in control group, 16.7% 
were not going school, 13.3% were studying l.k.g, 36.7% were studying  u.k.g and 
33.3% were studying 1st std. majority of the children were studying u.k.g. In 
experimental group 3.3% were not going school, 33.3% were studying l.k.g, 16.7% 
were studying  u.k.g and 46.7% were studying 1st std. majority of the children were 
studying 1st std. 
 Considering dietary pattern, in control group 6.7% of children were from 
vegetarian, and 93.3% of children were from non- vegetarian. In experimental group 
10% of children were from vegetarian, 90% of children were from non-vegetarian. In 
both control and experimental group the most of the children were from non- 
vegetarian. 
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Figure.3: Multiple cylinder diagram showing distribution of hospitalized 
preschool children according to their age. 
 
Above figure manifest  the age  in control group, 33.3%(10)  of children were 
belongs to 3-4 years of age, 43.3%(13) were in 4-5 years, and remaining 23.3%(7) 
were in 5-6 years  of age. In experimental group, 33.3% (10) of children were in 3-4 
years of age, 30% (9) were in 4-5 years, 36.7% (11) were in 5-6 years of age. 
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Fig.4 : Multiple cylinder diagram shows the distribution of hospitalized 
preschool children according to their the gender.  
 
Above diagram portrays that the gender wise distribution in control group, 
majority 53.3%(16) of children were female and 46.7%(14) of male children. In 
experimental group, 50%(15) children were female and 50%(15) of children were 
male.  
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                                      DISTRIBUTIONS OF BIRTH ORDER 
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 Fig.5 : Multiple cylinder diagram identifies the distribution of hospitalized 
children according to their  birth order. 
 
Above diagram identifies the  birth order wise distribution in  control  group, 
36.7%(11)  of children were in first child, 43.3%(13) of children were in second child, 
16.7%(5) of children were in third child and 3.3%(1) of children were in four and 
above child. In experimental group, 36.7%(11) were in first child, 46.7%(14) were in 
second child, 13.3%(4) were in third child and 3.3%(1) were in four and above child.  
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Fig.6 : Multiple cylinder diagram states the distribution of hospitalized preschool 
children according to their religion.  
 
Above diagram states that the Religion wise distribution in control group, 
93.3%(28) of children from Hindu, 6.7%(2)  of children from Muslim. Majority of 
children were from Hindu religion. In experimental group 90%(27) of children from 
Hindu, 10%(3) of children from Muslim. 
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Fig.7: Multiple cylinder diagram manifest the distribution of hospitalized 
preschool children according to their family type.  
 
Above diagram manifest the type of family wise distribution in control group, 
60%(18) of children were from nuclear family and 40%(12) of children were from 
joint family. In experimental group 60%(18) of children from nuclear family, 
36.7%(11) of children were joint family, and 3.3%(1) of children were from separated 
family.  
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Fig.8 : Multiple cylinder diagram depicts the distribution of hospitalized 
preschool children according to their residence. 
 
Above diagram depicts that the residence wise distribution in control group, 
53.3%(16) of children were from rural area, 10%(3) of children were  from remote 
village, 36.7%(11) of children were  from urban area and 0%(0) of children were from 
semi urban area. In experimental group, 33.3%(10) of children were from rural area, 
23.3%(7) of children were from remote village, 40%(12) of children were from urban 
area and 3.3%(1) of children were from semi urban area.  
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Fig.9 : Multiple cylinder diagram explains the distribution of  hospitalized 
preschool children according to their income.  
 
Above diagram explains the income in control group, 26.7%(8) of children 
were from less than 2000, 56.7%(17) of children were from 2000-4000, 13.3%(4) of 
children were from 4000-6000, and 3.3%(1) of children were from > 6000. In 
experimental group 46.7%(14) of children were from 2000-4000, 43.3%(13) of 
children were from 4000-6000, and 10%(3) of children were from > 6000.  
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Fig.10 : Multiple cylinder diagram narrates the distribution of  hospitalized 
preschool children according to their educational status of father. 
 
Above diagram narrates the father’s education wise distribution in control 
group, 20%(6) of fathers were having no formal education , 43.3%(13) of fathers were 
having primary education, 26.7%(8) of fathers were having secondary education and 
10%(3) of fathers were  having higher and above education. In experimental group 
20%(6) of fathers were having no formal education, 26.7%(8) of father were having 
primary education, 36.7%(11) of fathers were having secondary education, 16.7%(5) 
of fathers were having higher and above education. 
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Fig.11 : Multiple cylinder diagram depicts the distribution  hospitalized 
preschool children according to their  educational status of mother. 
 
Above diagram depicts the mother’s education wise distribution in control 
group, 23.3%(7) of mothers were having no formal education, 23.3%(7) of mothers 
were having primary education, 46.7%(14) of mothers were having secondary 
education and 6.7%(2) of mothers were having higher and above education. In 
experimental group, 13.3%(4) of mothers were having no formal education, 
33.3%(10) of the mothers  were having primary education, 50 %(15) of the mothers 
were having secondary education, 3.3%(1) 0f children were having higher and above 
education.  
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Fig.12 : Multiple cylinder diagram portrays the  distribution of hospitalized 
preschool children  according to their education. 
 
Above diagram identifies the standard of studying wise distribution in control 
group, 16.7%(5) were not going school, 13.3%(4) were studying l.k.g, 36.7%(11) 
were studying u.k.g and 33.3%(10) were studying 1st std. In experimental group 
3.3%(1) were not going school, 33.3%(10) were studying l.k.g, 16.7%(5) were 
studying u.k.g and 46.7%(14) were studying 1st std.  
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                                       DISTRIBUTIONS OF DIET PATTERN 
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 Fig.13 : Multiple cylinder diagram manifest distribution of hospitalized 
preschool children according to their dietary pattern. 
 
Above diagram manifest dietary pattern, in control group 6.7%(2) of children 
were from vegetarian, and 93.3%(28) of children were from non-vegetarian. In 
experimental group 10%(3) of children were from vegetarian, 90%(27) of children 
were from non-vegetarian 
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SECTION: B 
EFFECTIVENESS OF CLAY THERAPY ON ANXIETY AMONG 
HOSPITALIZED PRESCHOOL CHILDRENL 
 
Table 2 : DISTRIBUTION OF MEAN, SD AND MEAN PERCENTAGE OF   
CONTROL PRE AND POST TEST   LEVEL ASSESS ANXIETY  
AMONG HOSPITALIZED PRESCHOOL CHILDREN  
 
Table 4.2.1 represents the mean and SD value of pre-test anxiety level in 
control group mean =139, SD=40.5 and post test level in control group mean =138.73, 
SD=40.49 and the difference in mean is 1%. 
 
 
 
 
 
 
 
 
 
 
Variables 
 
Max 
score 
Control Group -Pre test Control Group -post test Mean  
Difference  
% Mean SD Mean% Mean SD Mean% 
Level of 
Anxiety 
250 139 40.45 56 138.73 40.49 55 1 
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Table 3. 
DISTRIBUTION OF MEAN, SD AND MEAN PERCENTAGE OF 
EXPERIMENTAL PRE AND POST TEST LEVEL ANXIETY  AMONG 
HOSPITALIZED PRESCHOOL CHILDREN . 
 
 
  The above table shows mean, standard deviation and mean percentage of clay 
therapy on anxiety  among hospitalized preschool children  in  paediatric medical 
ward in experimental group. The post test score anxiety means (93.9) is  lesser than 
the pretest score anxiety (148.47) mean. The difference in mean percentage on anxiety 
is 21. 
 
 
 
 
 
 
 
 
 
Variables 
 
 
 
Max 
Score  
 
Experimental Group 
pre   test 
Experimental Group 
post   test 
 
Mean 
Difference  
% 
Mean  SD Mean% Mean  SD Mean
%  
Level of    
anxiety 
250 148.47 34.44 59 93.9 34.58 38 21 
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Table .4. 
DISTRIBUTION OF MEAN, SD AND MEAN PERCENTAGE OF   
EXPERIMENTAL   POST    AND CONTROL POST SCORES  OF  ANXIETY  
AMONG HOSPITALIZED PRESCHOOL CHILDREN 
 
The above table shows the comparison of post -test anxiety score between 
experimental and control group. The experimental group post test  anxiety mean 93.9 and 
S.D 34.58  is lesser than the control group  post test  anxiety mean  138.73 and S.D 40.49. 
                                                                
 
 
 
 
 
 
 
 
variables 
 
 
 
Max 
score  
 
 
 
Control Group 
post   test 
Experimental    Group 
post   test 
 
 
Difference 
in mean % 
Mean SD 
Mean
% 
Mean SD Mean% 
Level of 
anxiety 
250 138.73 40.49 55 93.9 34.58 38 17 
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                                                   Table. No .5. 
 Frequency and percentage of anxiety  among hospitalized preschool children  in 
control group and experimental group. 
Level of anxiety 
 
Control group Experimental  Group 
Pre test Post test Pre test Post test 
f % F % f % f % 
Normal - - - - - - 4 13.3 
Mild 9 30 9 30 4 13.3 13 43.3 
Moderate 8 26.7 8 26.7 12 40 13 43.3 
Severe  13 43.3 13 43.3 14 46.7 - - 
Extreme  - - - - - - - - 
Total  30 100 30 100 30 100 30 100 
 
                 The above table shows the frequency and percentage distribution level of 
anxiety among among hospitalized preschool children  in  paediatric medical ward  . 
In the control group during pretest, 30% had mild level of anxiety,26.7% had 
moderate level of anxiety and 43.3% had severe level of anxiety. In the post test, 
30%had mild level of anxiety,26.7% had moderate level of anxiety and 43.3% had 
severe level of anxiety.  In experimental group before intervention 13.3% had mild 
level of anxiety,40% had moderate level of anxiety and the remaining 46.7% had 
severe level of anxiety. In the post test, 13.3% had no anxiety , 43.3% had  mild level 
of anxiety and the remaining 43.3% had moderate level of anxiety.  
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 Fig:13.Multible bar diagram explains the level of anxiety among hospitalized 
preschool children 
 Above diagram reveals the level of anxiety score in the control group during 
pretest 30% had mild level of anxiety,26.7% had moderate level of anxiety and 43.3% 
had severe level of anxiety. In experimental group before intervention13.3% had mild 
level of anxiety,40%had moderate level of anxiety and the remaining 46.7% had 
severe level of anxiety . In both experimental as well as in the control group  children 
shows symptoms of  anxiety before exposed to clay therapy. 
In control group  post test, 30% had mild level of anxiety, 26.7% had 
moderate level of anxiety and 43.3% had severe level of anxiety. In experimental 
group the post test, 13.3% had no anxiety , 43.3% had  mild level of anxiety and the 
remaining 43.3% had moderate level of anxiety .The children who are treated with 
clay therapy shows a remarkable change (reduced anxiety). 
LEVEL OF  ANXIETY  
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                                                       Table. 6.  
PAIRED T-TEST   FOR   CONTROL PRE   AND CONTROL POST TEST   
TO ASSESS THE EFFECTIVENESS OF CLAY THERAPY ON ANXIETY  
AMONG HOSPITALIZED PRESCHOOL CHILDREN 
 
variables 
Control group 
Pre test 
Control group 
post  test 
Mean 
difference 
‘t’-
value 
P-value 
Mean SD Mean SD 
 Level of 
anxiety 
139 40.45 138.73 40.49 0.27 1.55 0.133 
 
 The above table shows the  anxiety among hospitalized preschool children  by 
using  paired “t”-test. The obtained t-value between control  pre  and  control  post test   
is 1.55  at p-value 0.133 level of significance.  
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Table .7. 
PAIRED T-TEST    FOR   EXPERIMENTAL PRE   AND EXPERIMENTAL 
POST TEST  TO ASSESS THE EFFECTIVENESS OF CLAY THERAPY ON 
ANXIETY  AMONG HOSPITALIZED PRESCHOOL CHILDREN 
 
 
Variables 
Experimental group 
pre test 
Experimental  group 
post  test 
Mean 
Difference 
‘t’-
value 
P-value 
Mean SD Mean SD 
Level of 
anxiety 
148.47 34.44 93.9 34.58 54.57 20.84 0.000*** 
       (   *** P<0.001   highly significant) 
 
The above table shows the effectiveness of clay therapy on anxiety among 
hospitalized preschool children  by using  paired “t”-test. The obtained t-value 
between experimental pre and experimental post test   is 20.84 at p-value 0.000 level 
of significance.  
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SECTION :C 
DESCRIPTION OF THE POST TEST LEVEL OF ANXIETY AMONG 
HOSPITALIZED PRESCHOOL CHILDREN  
Table .8. 
UNPAIRED T-TEST  FOR   CONTROL   POST   AND EXPERIMENTAL  POST 
TEST TO ASSESS THE EFFECTIVENESS OF CLAY THERAPY ON ANXIETY  
AMONG HOSPITALIZED PRESCHOOL CHILDREN 
 
Variables 
Control group 
post  test 
Experimental group 
Post test 
Mean 
Difference 
‘t’-
value 
P-value 
Mean SD Mean SD 
Level of 
anxiety 
138.73 40.49 93.9 34.58 44.83 4.61 0.000*** 
    ( *** P<0.001   highly significant) 
 
 The above table shows the effectiveness of clay therapy on  anxiety among  by 
using  un-paired “t”-test. The obtained t-value between experimental and control 
group anxiety  is  4.61 at p-value 0.000 level of significance.  
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SECTION : D 
ASSOCIATION  BETWEEN  THE   LEVEL OF  ANXIETY AMONG 
HOSPITALIZED PRESCHOOL CHILDREN  AND THEIR  SELECTED  
DEMOGRAPHIC VARIABLES     
Table. 9. 
POST  TEST  LEVEL OF ANXIETY AMONG HOSPITALIZED 
PRESCHOOL CHILDREN (CONTROL GROUP) AND THEIR  SELECTED 
SOCIO DEMOGRAPHIC DATA. 
n =60 
Demographic variables 
Mild Moderate Severe  
2-
value 
 
p-
value 
f % f % f % 
1.Age of the child (in years):  
a)  3-4  years 
b) 4-5 years  
c) 5-6 years  
d) >6  years 
 
2 
2 
5 
0 
 
6.7 
6.7 
16.7 
0 
 
2 
5 
1 
0 
 
6.7 
16.7 
3.3 
0 
 
6 
6 
1 
0 
 
20 
20 
3.3 
0 
 
 
8.53 
(df=4) 
 
 
0.074 
2.Gender of the child  : 
a) Male 
b) Female   
 
4 
5 
 
13.3 
16.7 
 
3 
5 
 
10 
16.7 
 
7 
6 
 
23.3 
20 
 
0.56 
(df=2) 
 
0.757 
3.Birth order: 
a) First   
b) Second   
c) Third  
d) > third   
 
2 
6 
1 
0 
 
6.7 
20 
3.3 
0 
 
2 
3 
3 
0 
 
6.7 
10 
10 
0 
 
7 
4 
1 
1 
 
23.3 
13.3 
3.3 
3.3 
 
 
7.708 
(df=6) 
 
 
0.260 
 
4.Religion : 
a) Hindu  
b) Muslim  
c) Christian  
d) Others  
 
8 
1 
0 
0 
 
26.7 
3.3 
0 
0 
 
7 
1 
0 
0 
 
23.3 
3.3 
0 
0 
 
13 
0 
0 
0 
 
43.3 
0 
0 
0 
 
 
1.65 
(df=2) 
 
 
0.438 
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5.Family type : 
a) Nuclear  
b) Joint  
c) Extended  
d) Separated 
 
5 
4 
0 
0 
 
16.7 
13.3 
0 
0 
 
4 
4 
0 
0 
 
13.3 
13.3 
0 
0 
 
9 
4 
0 
0 
 
30 
13.3 
0 
0 
 
 
0.87 
(df=2) 
 
 
0.648 
6.Residence :  
a) Rural   
b) Remote village  
c) Urban  
d) Semi urban  
 
3 
1 
5 
0 
 
10 
3.3 
16.7 
0 
 
5 
0 
3 
0 
 
16.7 
0 
10 
0 
 
8 
2 
3 
0 
 
26.7 
6.7 
10 
0 
 
 
3.68 
(df=4) 
 
 
0.450 
7.Income  :  
a) <Rs.2000 
b) Rs.2000-4000 
c) Rs.4000-6000 
d) >Rs.6000 
 
2 
4 
3 
0 
 
6.7 
13.3 
10 
0 
 
1 
6 
0 
1 
 
3.3 
20 
0 
3.3 
 
5 
7 
1 
0 
 
16.7 
23.7 
3.3 
0 
 
 
8.90 
(df=6) 
 
 
0.179 
8.Educational status of father : 
a) Non-literate  
b) Primary  
c) Secondary  
d) Higher secondary and above   
 
3 
4 
2 
0 
 
10 
13.3 
6.7 
0 
 
0 
4 
3 
1 
 
0 
13.3 
10 
3.3 
 
3 
5 
3 
2 
 
10 
16.7 
10 
6.7 
 
 
4.42 
(df=6) 
 
 
0.619 
9.Educational status  of mother: 
a) Non-literate  
b) Primary  
c) Secondary  
d) Higher secondary and above   
 
2 
2 
5 
0 
 
6.7 
6.7 
16.7 
0 
 
2 
2 
4 
0 
 
6.7 
6.7 
13.3 
0 
 
3 
3 
5 
2 
 
10 
10 
16.7 
6.7 
 
 
 
3.004 
(df=6) 
 
 
 
0.808 
10.Education of child: 
a) No formal education 
b) L.K.G 
c) U.K.G 
d) 1ST STD 
 
2 
0 
3 
4 
 
6.7 
0 
10 
13.3 
 
1 
1 
4 
2 
 
3.3 
3.3 
13.3 
6.7 
 
2 
3 
4 
4 
 
6.7 
10 
13.3 
13.3 
 
 
3.46 
(df=6) 
 
 
0.750 
11.Dietary pattern: 
a) Vegetarian  
b) Non –vegetarian  
 
9 
 
0 
30 
 
1 
7 
 
3.3 
23.3 
 
1 
12 
 
3.3 
40 
 
1.102 
(df=2) 
 
0.576 
             (*-P<0.05, significant  and  **-P<0.01 & ***-P<0.001 , Highly significant ) 
71 
 
Above table shows that, In control group no significant association had been 
found out between the demographic variables of children and the level of anxiety 
among hospitalized preschool children belong to post test . there is no association 
between the level of anxiety among hospitalized children and other demographic 
variables in control group.  
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Table No.10 
POST   TEST   LEVEL OF ANXIETY AMONG HOSPITALIZED 
PRESCHOOL CHILDREN (EXPERIMENTAL GROUP) AND SELECTED 
DEMOGRAPHIC VARIABLES  
                                            n =60 
Demographic variables 
Normal Mild Moderate 2-
value 
p-
value F % f % F % 
1.Age of the child (in years):  
a)  3-4  years 
b) 4-5 years  
c) 5-6 years  
d) >6  years 
 
2 
1 
1 
0 
 
6.7 
3.3 
3.3 
0 
 
3 
3 
7 
0 
 
10 
10 
23.3 
0 
 
5 
5 
3 
0 
 
16.7 
16.7 
10 
0 
 
 
3.25 
(df=4) 
 
 
0.517 
2.Gender of the child  : 
a) Male 
b) Female   
 
2 
2 
 
6.7 
6.7 
 
7 
6 
 
23.3 
20 
 
6 
7 
 
20 
23.3 
 
0.15 
(df=2) 
 
0.926 
3.Birth order: 
a) First   
b) Second   
c) Third  
d) > third   
 
0 
2 
2 
0 
 
0 
6.7 
6.7 
0 
 
2 
8 
2 
1 
 
6.7 
26.7 
6.7 
3.3 
 
9 
4 
0 
0 
 
30 
13.3 
0 
0 
 
 
15.27 
(df=6) 
 
 
0.018*
4.Religion : 
a) Hindu  
b) Muslim  
c) Christian  
d) Others  
 
3 
1 
0 
0 
 
10 
3.3 
0 
0 
 
12 
1 
0 
0 
 
40 
3.3 
0 
0 
 
12 
1 
0 
0 
 
40 
3.3 
0 
0 
 
 
1.15 
(df=2) 
 
 
0.562 
5.Family type : 
a) Nuclear  
b) Joint  
c) Extended  
d) Separated 
 
2 
2 
0 
0 
 
6.7 
6.7 
0 
0 
 
9 
4 
0 
0 
 
30 
13.3 
0 
0 
 
7 
5 
1 
0 
 
23.3 
16.7 
3.3 
0 
 
 
1.97 
(df=4) 
 
 
0.741 
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6.Residence :  
a) Rural   
b) Remote village  
c) Urban  
d) Semi urban  
 
1 
2 
1 
0 
 
3.3 
6.7 
3.3 
0 
 
4 
4 
5 
0 
 
13.3 
13.3 
16.7 
0 
 
5 
1 
6 
1 
 
16.7 
3.3 
20 
3.3 
 
 
4.76 
(df=6) 
 
 
0.574 
7.Income  :  
a) <Rs.2000 
b) Rs.2000-4000 
c) Rs.4000-6000 
d) >Rs.6000 
 
0 
2 
2 
0 
 
0 
6.7 
6.7 
0 
 
0 
6 
5 
2 
 
0 
20 
16.7 
6.7 
 
0 
6 
6 
1 
 
0 
20 
20 
3.3 
 
 
0.99 
(df=4) 
 
 
 
 
0.911 
8.Educational status of father : 
a) Non-literate  
b) Primary  
c) Secondary  
d) Higher secondary and 
above   
 
0 
1 
2 
1 
 
 
0 
3.3 
6.7 
3.3 
 
5 
3 
5 
0 
 
16.7 
10 
16.7 
0 
 
1 
4 
4 
4 
 
3.3 
13.3 
13.3 
13.3 
 
 
8.36 
(df=6) 
 
 
0.213 
 
9.Educational status  of mother: 
a) Non-literate  
b) Primary  
c) Secondary  
d) Higher secondary and 
above   
 
0 
1 
3 
0 
 
0 
3.3 
10 
0 
 
   3 
4 
6 
0 
 
 
10 
13.3 
20 
0 
 
1 
5 
6 
1 
 
3.3 
16.7 
20 
3.3 
 
 
3.86 
(df=6) 
 
 
0.695 
10.Education of child: 
a) No formal education 
b) L.K.G 
c) U.K.G 
d) 1ST STD 
 
1 
2 
0 
1 
 
3.3 
6.7 
0 
3.3 
 
0 
2 
2 
9 
 
0 
6.7 
6.7 
30 
 
0 
6 
3 
4 
 
0 
20 
10 
13.3 
 
 
13.25 
(df=6) 
 
 
0.045*
11.Dietary pattern: 
a) Vegetarian  
b) Non –vegetarian  
 
0 
4 
 
0 
13.3 
 
0 
13 
 
0 
43.3 
 
3 
10 
 
 
10 
33.3 
 
4.36 
(df=2) 
 
 
0.113 
             (*-P<0.05, significant  and  **-P<0.01 & ***-P<0.001 , Highly significant ) 
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 Above table shows that, In experimental group  significant association had 
been found out  in  birth order and standard of studying  demographic variables of 
children. there is no significant  association between the level of anxiety among 
hospitalized children and other demographic variables in experimental group.  
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CHAPTER V 
DISCUSSION 
 
This chapter deals with the findings of the study based on the interpretation of 
the statistical analysis. The findings are discussed in relation to the objectives of the 
study. The findings are supported by the review of literature. 
 
The purpose of the study was to assess the Effectiveness of clay therapy in 
reducing the anxiety of hospitalized preschool children at paediatric medical ward in 
institute of child health and research centre, government Rajaji hospital, Madurai. 
 
Demographic details of the study:  
               The  demographic information of children those who were participated in the 
study.  
 In considering  the age  in control group, 33.3%  of children were belongs to 
3-4 years of age, 43.3% were in 4-5 years, and remaining  23.3% were in 5-6 years  of 
age. Age wise distribution in experimental group ,33.3% of children were in 3-4 years 
of age, 30% were in 4-5 years ,36.7% were in 5-6 years of  age.  
Regarding gender wise distribution in control group, majority 53.3% of  
children were female and 46.7% of male children. In experimental group, 50% 
children were female and 50% of children were male.  
Based on birth order wise distribution in  control  group, 36.7% of children 
were in first child , 43.3% of children were in second child ,16.7% of children were in 
third child and 3.3% of children were in four and above child. In experimental group, 
36.7% were in first child , 46.7% were in second child , 13.3% were in third child and 
3.3% were in four and above child.  
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Religion wise distribution in control group, 93.3% of children from Hindu, 
6.7%  of children from Muslim . majority of children were from Hindu religion .  In  
experimental group  90% of children from Hindu , 10% of children from Muslim.  
With view  of  the type of family wise distribution in control group , 60% of 
children were from nuclear family and  40% of children were from joint family. In 
experimental group 60% of children from nuclear family, 36.7% of children were 
joint family, and 3.3% of children were from separated family.  
On the basis of residence wise distribution in control group, 53.3% of children 
were from rural area ,10% of children were  from remote village, 36.7% of children 
were  from urban area and 0% of children were from semi urban area. In experimental 
group, 33.3% of children were from rural area , 23.3% of children were from remote 
village, 40 % of children were from urban area and 3.3% of children were from semi 
urban area.  
With the view of income in control group, 26.7% of children were from less 
than 2000, 56.7% of children were from 2000-4000, 13.3% of children were from 
4000-6000 and  3.3% of children were from > 6000. In experimental group 46.7% of 
children were from 2000-4000, 43.3% of children were from 4000-6000,and 10% of 
children were from > 6000.  
Considering father’s education wise distribution in control group, 20% of 
fathers were having no formal education, 43.3% of fathers were having primary 
education, 26.7% of fathers were having secondary education and 10% of fathers 
were  having higher and above education. In experimental group 20% of fathers were 
having no formal education, 26.7% of father were having primary education, 36.7% 
of fathers were having secondary education, 16.7% of fathers were having higher and 
above education. 
 Regarding mother’s education wise distribution in control group, 23.3% of 
mothers were having no formal education, 23.3% of mothers were having primary 
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education , 46.7% of mothers were having secondary education and 6.7% of mothers 
were having higher and above education. In experimental group, 13.3% of mothers 
were having no formal education, 33.3% of the mothers  were having primary 
education, 50 % of the mothers were having secondary education, 3.3% 0f children 
were having higher and above education.  
Regard the standard of studying wise distribution in control group, 16.7% 
were not going school, 13.3% were studying L.K.G , 36.7% were studying U.K.G and 
33.3% were studying 1st std. In experimental group 3.3% were not going school, 
33.3% were studying L.K.G , 16.7% were studying U.K.G and 46.7% were studying 
1st std.  
Considering dietary pattern, in control group 6.7% of children were from 
vegetarian, and 93.3% of children were from non- vegetarian. In experimental group 
10% of children were from vegetarian, 90% of children were from non-vegetarian.  
 
THE FIRST OBJECTIVE OF THE STUDY IS TO ASSESS THE LEVEL OF 
ANXIETY AMONG HOSPITALISED PRESCHOOL CHILDREN IN 
EXPERIMENTAL AND CONTROL GROUP.  
 On pre assessment the level of anxiety score in the control group during 
pretest 30% had mild level of anxiety,26.7% had moderate level of anxiety and 43.3% 
had severe level of anxiety. In experimental group before intervention13.3% had mild 
level of anxiety,40%had moderate level of anxiety and the remaining 46.7% had 
severe level of anxiety . In both experimental as well as in the control group  children 
shows symptoms of  anxiety before exposed to clay therapy. 
In control group  post test, 30% had mild level of anxiety, 26.7% had 
moderate level of anxiety and 43.3% had severe level of anxiety. In experimental 
group the post test, 13.3% had no anxiety , 43.3% had  mild level of anxiety and the 
remaining 43.3% had moderate level of anxiety . This study revealed that hospitalized 
78 
 
preschool children  have some level of anxiety. The children who are treated with clay 
therapy shows a remarkable change (reduced anxiety). 
    The study findings was consistent with the study done  by Imelda Coyne 
(2006)  This article reports on children’s experiences of hospitalization. Data were 
collected via semi-structured interviews with 11 children aged between four to  14 
years from four pediatric units in England. The children identified a range of fears and 
concerns, which included: separation from parents and family; unfamiliar 
environment; investigations and treatments; and loss of self-determination. The 
children’s loss of self-determination over personal needs exacerbated their fears and 
concerns 
The study was consistent with the study done by Ziegler and Prior, (2007) 
prove that in their study major anxiety for children or separation anxiety, loss of 
control , bodily injury  and pain and uncertainty about limits. Parental separation has 
been long recognized as the greatest source of anxiety for children under 7 years of 
age. 
 
The second objective of the study is to assess the effectiveness of clay therapy 
among hospitalized preschool children in experimental group. 
In experimental group the post test score anxiety means (93.9) is  lesser than 
the pretest score anxiety (148.47) mean. The difference in mean percentage on anxiety 
is 21. The obtained t-value between experimental pre  and  experimental post test is 
20.84 at 0.000 level of significance.  
 The above results showed that there was a statistically significant reduction 
between the pretest and post test score of anxiety among hospitalized preschool 
children in experimental group. This shows that the difference in the score was due to 
the intervention (clay therapy) and also this proves that the clay therapy was effective 
in reducing the anxiety among hospitalized preschool children. 
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These findings was consistent with the study done by Ghazaal Zaynaliyan1, 
Asghar Javani1 and Mo hammadreza Abedi (2014)  the study conducted to 
determine the effect of paint therapy and clay therapy on separation anxiety disorder 
symptoms in pre-school children as well as to compare the two mentioned therapies. 
The research methodology was individually done and child anxiety symptoms were 
studied by CSI-4 questionnaire. Research testers were six children with separation 
anxiety disorder randomly selected from those who visited Golestan Zendegi and Saf 
clinics in Isfahan through using a diagnostic interview and children’s separation 
anxiety scale. The six children were divided in to three groups of two: painting 
therapy; clay therapy as well as control group who received no treatment. Followed 
by three baseline sessions, intervention stages were initiated and conducted in eight 
sessions. Research findings showed that according to data visual analysis based on 
descriptive statistics and visual analysis paint therapy and clay therapy were effective 
in reducing separation anxiety disorder symptoms in intervention step as compared to 
baseline (P<0.5); in addition, there was no significant difference between the two 
mentioned treatments (P<0.5). However, there was seen a difference between 
experimental and control groups. The research results show the effectiveness of paint 
therapy and clay therapy on reducing separation anxiety disorder. 
   Hence, H1: There is a significant difference between the level of anxiety 
among hospitalized preschool children in experimental group before and after 
clay therapy, which is accepted. 
 
The third objective is to compare the level of anxiety  among hospitalized 
preschool children in control and experimental group. 
In control group  post test, 30% had mild level of anxiety,26.7% had moderate 
level of anxiety and 43.3% had severe level of anxiety. In experimental group the post 
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test, 13.3% had no anxiety, 43.3% had  mild level of anxiety and the remaining 43.3% 
had moderate level of anxiety. 
  Comparison of post -test anxiety score between experimental and control 
group, the experimental group post test  anxiety mean (93.9) is lesser than the control 
group  post test  anxiety mean  (138.73) . 
        In  un-paired “t”-test, the obtained t-value between  post test  experimental 
and control group anxiety  is  4.61 at  0.000 level of significance.   
 
The study was consistent with the study done by parisa rahmai (2010)   Data was 
collected from thirty six year old children with the objective to examine the 
effectiveness of clay therapy on reducing anxiety in them. For examining children's 
anxiety CSI-4 test developed by Gadow & Sprafkin, (1994) was employed which was 
answered by parents of children. Data was subjected to one- way analysis of variance. 
It showed significant difference on anxiety scores among groups (F = 74.2, p < 0.01). 
Scheffe test was employed to analyze pairs of means to see if there is a difference, 
which showed significant difference on anxiety of control group in post-test 
comparing with clay group and narrative group. No significant difference was found 
among clay group and narrative group respectively 
            Hence, H2: There is a significant difference between the post test level of 
anxiety among hospitalized preschool children in experimental group and 
control group. which is accepted.     
                   
The fourth objective is to associate the level of anxiety among hospitalized 
preschool children with the selected socio-demographic variables in experimental 
group and control group . 
Statistical association between the post test score and selected demographic 
variables were calculated by using chi square test. In this study the anxiety is 
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associated with the children birth order and standard of studying in the experimental 
group.  
This study findings revealed that the children had clay therapy , there was a 
significant association between demographic variables ( birth order x2= 15.27 (df=6)  
p = 0.018* , and standard of studying 13.25 (df=6) 0.045*) and the post level of 
anxiety  in experimental group.  
All other variables were not significantly associated with post level of anxiety  
in experimental group . 
               It is consistent with the study conducted by Vernon, foley jeannem 
(2012) experiments were carried out to investigate the effects of separation from 
mother and birth order on preschool children's responses to stress. neither birth order 
nor the combination of birth order and separation was related to responses to the 
potentially stressful situations. also, in neither sample did the 1st-born and later-born 
children differ in dependency nor did their mothers differ in the child-rearing 
practices assumed to contribute to dependency. 
 
H3 - There is a significant association in the level of anxiety among hospitalized 
preschool children with their selected socio demographic variables in 
experimental group and control group. which is accepted . 
 
  
Summary, 
Conclusion & 
Recommendations 
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CHAPTER VI 
SUMMARY, CONCLUSION AND RECOMMENDATIONS 
 
          This chapter deals with the summary of the study and the conclusions drawn. It 
clarifies the limitations of the study. The implications and recommendations are given 
for different areas of Nursing such as practice, education, research and administration 
in the Health care delivery system. 
 
6.1 SUMMARY OF THE STUDY 
 Generally, hospitalization is a stressful experience for children. Numerous 
research studies have found that despite age and increased mastery, Preschool 
children have fears and concerns regarding illness and hospitalization. Concerns about 
pain, mutilation, immobility, separation from significant others, loss of control and 
disruption have been reported by hospitalized children as potentially stressful. 
Anxiety is a common human condition with which everyone must cope from time to 
time. Identified as a group of physical, behavioral, and mental changes occurring in 
response to danger or threat, anxiety actually serves a protective function by creating 
a sense of caution, care and focus (Barlow, 2002). On the other hand , if it becomes 
toxic, it can intrude upon one’s awareness in a distressing manner, creating feelings 
that lead individuals to believe their abilities in any given situation are sorely lacking. 
These feelings in turn can result in a reduction in attention, ineffectiveness, and/or a 
lack of enjoyment in any given situation .   
Hence, this study was undertaken  to  assess  the effectiveness of clay therapy 
in reducing  anxiety on hospitalized  children of age group 3 to 6 years  in Paediatric 
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medical ward, Institute of Child Health and Research Centre ,Government Rajaji 
hospital, Madurai ”. 
 
The following objectives were set for the study: 
1. To assess the level of anxiety among hospitalized  preschool children in 
experimental group and control group. 
2. To assess the effectiveness of clay therapy among hospitalized preschool  
children in experimental group . 
3. To compare the  level of anxiety among hospitalized  preschool children in 
experimental group and control group .  
4. To associate  the level of anxiety among hospitalized preschool children with 
selected socio-demographic variables in experimental group and control 
group. 
 
The study was based on the assumption that: 
 Hospitalized  children  are susceptible to develop anxiety. 
 Children were explicit the reactions of hospitalizations : separation anxiety, 
depression  (exposure to new environment  such as doctors, injections etc.) 
 
The following hypothesis were formulated: 
  H1: There is a significant difference between the level of anxiety among 
hospitalized preschool   children in experimental group   before and after clay 
therapy. 
 H2: there is a significant difference between the post test level of anxiety 
among hospitalized   preschool children in experimental group and control 
group . 
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 H3: There is a significant association in the level of anxiety among 
hospitalized preschool children with the selected socio-demographic variables 
in experimental group and control group. 
The conceptual framework for the study was based on  widenbach’s helping 
art of clinical nursing. A True-experimental research design was used in this study. 
The independent variable was clay therapy and dependent variable   was  level of 
anxiety. This study was conducted at the pediatric medical ward of Government 
Rajaji  hospital, Madurai -625020. The target population of the study was children 
who were supposed to be hospitalized   for 7 days in pediatric medical ward at 
Government Rajaji hospital, Madurai-20. 
The study subjects were selected using simple random sampling and were 
assigned to two group (experimental group – 30, control group-30). The data 
collection tools used were, 
1. Demographic data. 
2. Hospital observed behavior check list on anxiety – 50 items 
The  reliability of hospital observed behavior check list on anxiety was found 
to be high and reliable with test retest method. 
Content validity was obtained from three experts specialized in child health 
nursing and two experts in pediatric department. pilot study was conducted on 10 
subjects to find out the feasibility of the study and it did not show any major flaw in 
the design of the study. 
Data collection was carried out for six weeks. Based on the objects and 
hypothesis, the data collected were analyzed by using descriptive and inferential 
statistics.  
 
85 
 
6.2 MAJOR FINDINGS OF THE STUDY 
 Majority of the children 36.7% (11) were in  4 to 6 years of age in the 
experimental group. 
 In the sex wise distribution both  gender were equal in experimental group  . 
 Based on birth order wise distribution in  experimental group  most of the  
children 46.7% (14) were in second child.  
 Regarding religion wise distribution in experimental group  majority 90% 
(27) of children  were from Hindu .  
 With view of family type wise distribution in experimental group  most 60%  
(18) of children from nuclear family . 
  Regarding residence wise distribution in experimental group, majority 40 % 
(12) of children were from urban area . 
 Regarding income in experimental group, most of the 46.7%  (14) children 
were from 2000-4000.  
 Considering father’s education wise distribution in experimental group  
majority 36.7% (11) of fathers were having secondary education . 
 Regarding mother’s education wise distribution in experimental group ,most 
50 % (15) of the mothers were having secondary education.  
 Regard the standard of studying wise distribution in experimental group , 
majority 46.7% (14) of the children were studying 1st std.  
 Considering dietary pattern,  experimental group  most 90% (27) of children 
were from non-vegetarian.. 
 On pre assessment the level of anxiety score In the control group during 
pretest 30% (9) had mild level of anxiety, 26.7% (8) had moderate level of 
anxiety and 43.3% (13) had severe level of anxiety. In experimental group 
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before intervention 13.3% (4) had mild level of anxiety, 40% (12) had 
moderate level of anxiety and the remaining 46.7% (7) had severe level of 
anxiety. In experimental as well as in the control group children shows the 
symptoms of anxiety.  
 On  post assessment level of anxiety in control group, around 30% (9) 
children were in mild anxiety and 26.7 % (8) children were in moderate 
anxiety, 43.35% (13) children were in severe anxiety, no children were in no 
anxiety as they are not exposed to clay therapy. But in the experimental 
group 13.3%(4) had no anxiety, 43.3% (13) had mild level of anxiety and the 
remaining 43.3% (13)had moderate level of anxiety. In experimental children 
were not shown the severe anxiety after exposed to clay therapy. 
  Experimental group  has been recognized that the highest source of anxiety . 
In this study in experimental and control group  is the worries or scared to 
receive an injection, separated from parents, unfamiliar surroundings and 
afraid of medical equipments. 
 The post assessment anxiety mean score and SD of control  group are 138.73 
and 40.49 whereas in the experimental group the anxiety mean score and SD 
are 93.9 and 34.58. It is proved that there is statistically significant difference 
between experimental and control group. 
  In   paired “t” experimental group pre and posttest the obtained t-value   is 
20.84 at  0.000 level of significance. So the researcher observed that there is 
a highly significant reduction of anxiety after getting clay intervention among 
hospitalized preschool children. 
 In posttest the control group, no significant association had been found out 
between the demographic variables of children and the level of anxiety 
87 
 
among hospitalized preschool children. There is no association between the 
level of anxiety among hospitalized children and  demographic variables in 
control group.  
 In post test experimental group significant association had been found out  in  
birth order and standard of studying  demographic variables of children and 
the level of anxiety among hospitalized preschool children.There is  
association between the level of anxiety among hospitalized children and 
selected demographic variables in experimental group.        
 
6.3 CONCLUSION 
     The results of this study revealed that the children who received clay therapy 
during hospitalization had a statistically significant reduction in anxiety. Clay therapy 
is demonstrated to be effective in reducing the anxiety of hospitalized preschool 
children.  Clay therapy is highly recommended because it is effective , easy to carry 
out and inexpensive.  
 
6.4  IMPLICATIONS 
The implications drawn from the study are of vital concern to the field of 
Nursing including Nursing service, Nursing Education, Nursing Research and 
Nursing Administration. 
 
Implications for Nursing practice 
1. Nurse as a primary caregiver has a supreme responsibility in applying a 
holistic approach while giving care to the children. clay therapy is to be 
included as a supplementary Nursing care which helps to reduce anxiety of the 
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children who are hospitalized and also it helps the  children to express their 
fears through rolling ,pulling of the clay  
2. The study findings will help the Nursing personnel to include clay therapy as a 
Nursing intervention in the management in reducing the anxiety of 
hospitalized children. 
3. A protocol steps on implementation of clay therapy can be developed and used 
in all wards of paediatric department in institute child health and research 
centre for the children who are hospitalized. 
 
Implications for Nursing Education 
          Nursing is an evolving profession where there is a need for evidence based 
quality care with adequate knowledge. Hence the Nurse Educators are responsible to 
incorporate the complementary alternate therapy into the Nursing curriculum, thereby 
promoting interest for student Nurse. 
1. The Nurse educators should include the diversion technique and clay therapy 
as a relief measure. 
2. Nurse Educators can provide In service education for the health personnel’s 
regarding alternative systems of therapies it can meet the needs of the health 
care system. 
3. Nurse educators can conduct Seminars, Workshop, Conferences, Symposium, 
Demonstration and Micro teaching program regarding clay therapy in 
relieving anxiety. 
4. It provides an opportunity for Nursing students to participate in various clay 
therapy like painting over the clay for  anxiety management strategies. 
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Implications for Nursing research 
1. Helps the Nursing researchers to focus and develop an insight on 
comprehensive alternative therapy like clay therapy. 
2. Management and administration should give encouragement, motivation and 
financial support to do research on the effect of clay therapy  for hospitalized 
children. 
3. Furthermore effective study can be made by future research by the Nursing 
personnel. 
4. Helps to  do much research on various specialty departments. 
5. Researchers can be done in various clay therapy like dance therapy, play 
therapy, movement therapy, painting therapy and music therapy. 
 
 Implications for Nursing Administration 
1. Nursing administrators can organize in-service education and can conduct 
conference regarding the benefits and techniques of clay therapy. 
2. Nurse administrators should prepare a procedure manual and protocols 
regarding clay therapy for hospitalized children 
3. Nurse administrators must be assertive enough to discuss with hospital 
management in formulating policies regarding clay therapy for hospitalized 
children’s. They can utilize the study for better quality care 
 
6.5 LIMITATIONS 
1. This study was done on a small sample size of 60; hence generalization is 
possible only for the selected subjects from selected hospital. 
2. The researcher found little difficulty in getting cooperation from the children. 
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6.6  RECOMMENDATIONS 
1. A similar study can be conducted in a larger sample . 
2. Similar study can be conducted among different age groups and for mentally 
challenged patients in different settings. 
3. A comparison study with drawing and clay, or clay and storytelling, clay and 
music, clay and dance can be done to determine the effect of  these art therapy 
in the level of anxiety 
4. Same study can be conducted to assess the anxiety level of pre operative 
children. 
5. A longitudinal study can be conducted to assess the effect of clay therapy on 
anxiety of the children. 
6. The study can be done to compare the effects of clay therapy for anxiety and 
cancer pain children. 
7. A comparative study can be carried out to ascertain the effectiveness non 
pharmacological methods are used. 
 
 
 
 
 
 
References 
 
 
 
91 
 
REFERENCES 
 
BOOKS 
1. Axline v. (1947).play therapy . New york: allantine books. 
2. Axline v.(1969). Play therapy : the inner dynamics of childhood. Boston : 
Houghton Mifflin. 
3. Achenbach, T.M., & Rescorla, L.A. (2000). Manual for the ASEBA 
Preschool forms and Profiles. Burlington, VT: University of Vermont 
Department of Psychiatry.  
4. Achenbach, T.M., & Rescorla, L. A. (2001). Manual for the ASEBA School-
Age Forms and Profiles. Burlington, VT: University of Vermont, Research 
Center for Children, Youth, and Families.  
5. Ayalon, O & Flasher, A. 1993. Chain reactions: Children and divorce. 
London: Biddles Ltd. 
6. Basavanthappa B.T. (2007).Nursing Research. (2 Eds). New Delhi: Jaypee 
Brother Medical Publishers (P) Limited. 
7. Barbara.K.Timby. (2007).Introductory medical surgical Nursing. London: 
Lippincott Williams &Wilkins. 
8. Burrett, J. (2002). Parenting after separation: Making the most of Family 
Changes. Finch Publishing: Sydney.  
9. Carew, S.A. 2004. The Psychological Effects of Art Therapy on Children who 
have experienced Traumatic Grief. Pretoria: UNISA.  
10. Cattanach, A. (1993). Process in Art Therapy. London: Jessica Kingsley 
Publications 
11. David Henley (2002) clay work in art therapy. London : Jessica kingsley  
publishers ltd 
92 
 
12. Dorothy R. Marlow.& Barbara c. Redding  (1998). Textbook of pediatric 
nursing ,(6th ed.).philadelphia: saunders. 
13. Fawcett jacquiline. (1989). Analysis and evaluation of conceptual model of 
nursing . Philadelphia:f.a.davis. 
14. Freud, S. (2006). The Interpretation of Dreams. London: Penguin Group. 
15. Geri lobiondo- wood., & Judith haber. (2006). Nursing research . (6th 
ed.).st.louis: mosby publications. 
16. Ghai, O.P. (2004). Essential pediatrics .(6 Eds.). New delhi : CBS publisher. 
17. Glencoe. (1996).Understanding Psychology. (4 Eds.).California.MC.Grow 
Hill. 
18. Gupta , s.p. (1991). Statistical methods . (3 Eds.) .New delhi :sulthan chand . 
19. Henley, D. (1996). Clayworks in Art Therapy: Plying the Sacred Circle. 
London: Jessica Kingsley Publications. 
20. Hockenberry .wilson. winkelstien klive. (2006). Wong’s nursing care of 
infants and children .(7 Eds.) . New delhi :Elsevier publishers. 
21. Kothari C.R (2001).Research Methodology: Methods and Techniques (2 
Eds). NewDelhi: Vishva Prakash Publishers. 
22. Kendrick, P., Wilson, K., & Ryan, V. (1992) Play Therapy: A Nondirective 
Approach for Children and Adolescents. North Yorkshire, UK: Elsevier 
Science Limited. 
23. Landreth, G. (2002). Play Therapy: The Art of the Relationship. New York: 
Routledge 
24. Oaklander, V. (1978). Windows to Our  Children. New York: The centre for 
Gestalt Development Inc. 
93 
 
25. Sekar .K. & Prabu (2007) psychological care for children –medium of clay. 
Bangalore: rukmini publishers 
26. Schaffer, C.  & Kadoun, H. (2006) Contemporary Play Therapy. New York: 
Guildford Press. 
27. Sherwood, P. (2010). The Healing Art of Clay Therapy. Melbourne: Acer 
Press. 
28. Sholt, M. & Gavron, T. (2006). Therapeutic Qualities of Clay-work in Art 
Therapy and Psychotherapy: A Review. Art Therapy: Journal of the 
American Art Therapy Association, 23 (2) pp.66-72. AATA, Inc. 
29. Souter-Anderson (2010) Touching Clay, Touching What? Dorset: Archive 
Publishing. 
30. Sunderland, M. (2003). Using Storytelling as a Therapeutic Tool with 
Children. Oxon: Speech mark Publishing Ltd.  
31. Viswanathan .J. desai. (2006). Achar’s text book of paediatrics. (3 Eds ).new 
delhi :orient longman publications. 
 
JOURNALS 
32. Alexander.C.M. (1989) Principles of Paediatric Hospitalization, Journal of 
Paediatrics, 8(2),       159-162. 
33. Adams.M. (1976) A Hospital Play Program: Helping children with serious 
illness, American Journal of Orthopsychiatry, 46, 416-424. 
34. Arozullah.K. (2002) Childhood hospitalization, Journal of Paediatric 
Medicine, 137(7), 620. 
35. Axline.V. (1969) Play therapy New York: Ballentine. Bombeck.E. (1989) I 
want to grow hair, I want to grow up and I want to go to Boise: Children 
surviving cancer. New York: Horper Collins. 
94 
 
36. Barr.P., Nobel.J., and Biddle.R. (1997) Video Game Values: Human Computer 
interaction and Games. Interacting with computers, 19, 180-195. 
37. Bixler.R.H. (1949) Limits are Therapy, TJ Consult Psycol, 13(1):1-11 
38. Bratton, S. & Ray, D. (2000). What the research shows about play therapy. 
International       Journal of Play Therapy, 9(1) 47-88 
39. Brooks.K. and Brunn.J.A. (2006) Psychological response to Hospitalization, 
Journal of Annual Internal Medicine, 144(8), 596-608. 
40. Buckingham.R. (1989) Care of the Dying child. New York: Continuum. 
Chann,J. & Leff.P. (1988) Play and the Abused child: Implications for acute 
Paediatric care, Child Health Care, 16(3), 169-176. 
41. Crankson.S.J. et al (2001) Paediatric Hospitalization, Saudi Medical Journal, 
22(2), 117-220. 
42. Clatworthy.S. (1981) Therapeutic Play: Effects of Hospitalized Children. 
Journal of the association for the care of children in hospital, 9(4), 108-113. 
43. Cooper.S. & Blitz.J. (1985) A therapeutic play group for hospitalized children 
with cancer, Journal of Psychological Oncology, 3(2), 23-37. 
44. D’Antonio.I. (1984) Therapeutic use of play in Hospitals, Nursing clinics of 
North America, 19, 351-359. 
45. Doak.S. & Walace.N. (1975) The Doctors wear pajamas. Journal of the 
Association for the care of children in Hospitals, 3(3), 47-53. 
46. Erik.H.J. et al (2006) Childhood Hositalization. The Journal of the American 
Medical Association, 18(296):15. 
47. Ginott, H. G. (1960). A rationale for selecting toys in play therapy. Journal of 
Consulting  Psychology, 24(3), 243-246. 
95 
 
48. Guerney.L. (1983) Client centred (nondirective) Play therapy. In: Schaefer 
CE, O’ Conner. K., editors.  Hand Book of Play Therapy, New York: Wiley;, 
pp 21-64. 
49. Hamidreza Roohafza, parisa rahmai (2009)   The effectiveness of clay therapy 
and narrative   therapy on anxiety of pre-school children: a comparative study, 
Journal of Clinical Nursing  Volume 18, Issue 13, pages 1953–1959. 
50. Harter, S. (1977). A cognitive-developmental approach to children's 
expression of conflicting   feelings and a technique to facilitate such 
expression in play therapy. Journal of Consulting and  Clinical Psychology, 
45(3), 417-432. 
51. Hale, R. A. (2000). Review: Sand play therapy with children and families. The 
Arts in  Psychotherapy, 27(1), 75-76. 
52. Kashani, Javad H., Reid, John C.,   Katz, Lawrence M.  (1990)  Correlates of 
anxiety in psychiatrically hospitalized children and their parents. American 
Journal of Psychiatry , American Journal of Psychiatry. 
53. .Kazdin, A.E. (1991). Effectiveness of psychotherapy with children and 
adolescents. Journal   of Consulting and Clinical Psychology, 59(6), 785-798. 
54. KHalilzadeh H ,KHorsandi F ,Feizi A  ,KHalkhali HR (  2013) The effect of 
family- centered care on anxiety of hospitalized child’s parents with urinery 
tract infection in pediatric ward of shahid motahary medical training center in 
urmia in 2012. British Journal of Medical Psychology 01/1987; 59 ( Pt 4):  
375-82. 
55. .Knell, S. M. (1998). Cognitive-behavioral play therapy. Journal of Clinical 
Child Psychology,    27(1), 28-33. 
96 
 
56. Lebo, D. (1958). A theoretical framework for nondirective play therapy: 
Concepts from psychoanalysis and learning theory. Journal of Consulting 
Psychology, 22(4), 275-279. 
57. Pincover .E  (2013). journal of the American Academy of Child & Adolescent 
Psychiatry Volume 52, Issue 4 , Pages 346-358, April 2013. 
58. Ray, D.C. (2008) Impact of play therapy on parent-child relationship stress at 
a mental health training setting. British Journal of Guidance and Counseling, 
36(2), 165-187. 
59. Ryff, C.D. (1989). Happiness is everything, or is it? Explorations On The 
Meaning of Psychological, well-being. Journal of Personality and Social 
Psychology. 1989. 57 (6): 1069-1081. 
60. Tennessen, J. & Strand, D. (1998). A comparative analysis of directed 
sandplay therapy and    principles of Ericksonian psychology. The Arts in 
Psychotherapy, 25(2), 109-114. 
 
NET REFERENCE:      
1. http://learn.roguecc.edu 
2. (www.isnare.com) 
3. http://www.bps.medicine.com 
4. http://www.medline.com 
5. http://www.ask.com 
6. http://www.nami.com 
7. http://www.alz.org 
8. http://www.censusindia.org 
9. http://www.therapytimes.com/content 
97 
 
10. http://www.pubmed.com 
11. http://www.ncbi.nlm.nih.gov 
12. http://www.nursingtimes.net 
13. http://www.wikipedia.com 
14. http://www.currentnursing.com 
15. www.trippleess.com. 
 
 
 
 
Appendices 
APPENDIX – I 
 
  
 
 
 
APPENDIX – II 
 
  
 
  
 
 
 
APPENDIX  - III 
 
  
 
 
 
APPENDIX – IV  
 
 
 
 
  
  
  
 
  
   
 
 
 
 
 
 
 
APPENDIX V 
 
 
Muha;r;rp xg;Gjy; fbjk; 
 
 
 cq;fs; Foe;ij 3-6 tajpw;F cl;gl;l Foe;ij Mth;. Mdhy; 
mth;fs; kUj;Jtkidapy; ,Uf;Fk; NghJ gjw;wk; nfhs;gth;fs;. 
mth;fis fspkz;  tpisahl;bd; %yk; gjw;wj;ij Fiwf;Fk; 
Ma;it Nkw;nfhs;s cs;Nsd;.  
ngah;:    taJ: Njjp: 
Muha;r;rp Nrh;f;if vz;: 
,e;j Muha;r;rpapd; tptuq;fSk; mjd; Nehf;fq;fSk; vdf;F 
njspthf tpsf;fg;gl;lJ. vdf;F tpsf;fg;gl;l tptuq;fis ehd; 
Ghpe;J nfhz;L ehd; vdJ rk;kjj;ij njhptpf;fpNwd;. 
,e;j Muha;r;rpapy; gpwhpd; epge;jidapd;wp vd; nrhe;j 
tpUg;gj;jpd; Nghpy; jhd; gq;F ngWfpNwd; kw;Wk; ehd;  ,e;j 
Muha;r;rpapypUe;J ve;NeuKk; tpyfpf; nfhs;syhk; vd;gijAk;> 
mjdhy; ve;j ghjpg;Gk; Vw;glhJ vd;gijAk; Ghpe;J nfhz;Nld;. 
ehd; ,e;j Muha;r;rpapd; tptuq;fs; mlq;fpa jfty; jhis 
ngw;Wf; nfhz;Nld;. ehd; vd;Dila Ra epidTlDk; kw;Wk; 
KOr;Rje;jpuj;JlDk; ,e;j Muha;r;rpapy; vd;idAk; vd; 
Foe;ijiaAk; <LgLj;jpf; nfhs;s rk;kjpf;fpNwd;. 
 
ifnahg;gk; 
   
 
APPENDIX  - VI 
 
                       DEVELOPMENT AND DESCRIPTION OF TOOL         
Section –A: Deals with demographic data. 
Section B: Hospital observed behaviour checklist on children’s anxiety 
SECTION –A 
 
       DEMOGRAPHIC VARIABLES: 
1. Age  of the child 
a.3-4 years 
b. 4-5 years 
c. 5-6 years 
d.>6 years 
2. Gender of the child 
a) Male 
 b) Female 
3.Birth order the child 
      a. First child 
      b. Second child 
      c. Third child 
     d. >third  
4.Religion: 
a)  Hindu  
b)  Muslim 
c)  Christian 
d) Others (specify)  
5.Family type 
      a. Nuclear family 
      b. Joint  family 
      c. Extended family 
      d. separated family  
 
 
 
6. Residence 
     a. Rural 
     b. Remote village 
      c. Urban  
     d. semi urban 
7. Income 
    a. <  Rs.2000 
    b. Rs.2000- 4000 
    c. Rs.4000 – 6000 
    d. > Rs. 6000 
8. Educational status of the father :             
       a.  Non literate 
      b. Primary education 
c. Secondary education 
d. Higher secondary and above 
9. Education of the mother  
        a.  Non literate 
       b. Primary education 
      c. Secondary education 
     d. Higher secondary and above 
10. Education of the child    
      a. No formal education 
       b. L.K.G 
       c. U.K.G 
       d.1st std      
11 .Dietary pattern 
     a. Vegetarian 
    b. Non .vegetarian 
 
 
 
 
 
 
TOOL- II 
HOSPITAL OBSERVED BEHAVIOUR CHECK LIST ON  
CHILDREN’S ANXIETY 
  INSTRUCTION TO THE OBSERVER: 
   Observe   the behavior of the child  assign  a score of 5,4,3,2,&1(strongly 
agree, agree, undecided, disagree,  and strongly  disagree) for each behavior if it is 
present , in the appropriate column repeat the same for all the two observations. The 
scores  obtained for each observation should be summed up in the score column. The 
final score is the total of all the scores obtained / assigned on all four observation and 
can range from 50-250. 
 
 
SI. 
NO 
               
                                           
                                     ITEM 
 
 
 
             SCORE 
 
I 2 3 4 5 
 
 
1. 
             
        Reaction related to separation anxiety 
1. Refusing  to eat. 
2. Difficulty in sleeping . 
3. Finds the favourite blanket or toy. 
4. Crying quietly for parents, continually 
asking when they will visit. 
5. Child has night mares. 
6. Withdrawing from others.  
7. Child appears sad / depressed. 
8. Exhibits anger by hitting other children. 
9. Child appears irritable.  
10. Refusing to co-operate during self care 
activities. 
11. Child exhibits temper tantrums  and 
attention seeking behavior. 
 
     
 
 
S.NO. 
 
 
 
                                         ITEM 
             SCORE 
1 2 3 4 5 
2. 
 
 
 
 
3. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
4. 
 
 
 
 
 
 
 
 
  Anxiety related  Gaze behaviors 
12.Stares blankly with eyes wide open. 
13.Stares at floor, head bowed. 
14.Avoids eye contact with other 
 
  Anxiety  related vocalization. 
 15.usually quiet. 
 16. does  not smile at others. 
 17. does not respond to others. 
 18. mumble monotonous words. 
 19.ask lot of questions. 
 20.verbalize fear of hospital personnel. 
 21.verbally abuses hospital personnel. 
 22.moans/groans(makes  sounds of pain). 
23.cries. 
24.sobs(breath sharply and irregularly while 
crying). 
25.sighs [takes audible deep breath ]. 
26.wails[complaints and screams]. 
27. bargaining to escape from procedure. 
 
 Anxiety Reaction  related to loss of control. 
28.child cries and clings to the mother. 
29.child avoids eye contact with hospital 
personnel. 
30. child exhibits mild resistance  and clings to  the 
mother. 
31.child gets into the bed ,and insists the mother to 
sit  by the side. 
     
5. 
 
 
 
 
 
 
 
 
 
 
 
6. 
 
 Anxiety Reaction related to bodily injury 
(facial expression and grimace behavior). 
32. appears dazed  (dull /hypoactive/confused) 
33.manifests scary looks. 
34. appears sad/ depressed . 
35. frowns (draws eye brows together causing lines 
one forehead). 
36. manifest grimace. 
37. manifest tears . 
38. pushes the nurse away. 
39. tries to catch the equipment 9grab, secure). 
40. hides himself from nurse. 
Co-operation  
41.refuses to co-operate initially. 
42. refuses to co-operate even after explanation. 
43. refuses comfort / diversional measures. 
 44. exhibits anger by hitting ,kicking, biting , 
throwing objective/toy/eatable etc. 
45.child  does not allow to monitor vital signs. 
46. child wailes ,tries to avoid and has to be 
restrained . 
47. child  spits the medications  after forceful 
administration s. 
48.child exhibits resistance and refuses to stay in 
the ward. 
49. child eats only after diversional measures.  
50. child sleeps only after providing diversional 
/comfort  measures. 
 
 
 
 
 
 
APPENDIX – VII 
gFjp - m 
fPo;f;fz;ltw;wpy; nghUj;jkhdtw;iw bf; () khh;f; nra;J Fwpg;gplTk; 
1. Foe;ijapd; taJ 
 m. 3-4 taJ         
 M. 4-5 taJ         
 ,. 5-6 taJ          
 <. 6 tajpw;Fk; Nky;        
2. Foe;ijapd; ghypdk; 
 m. Mz;          
 M. ngz;          
3. vj;jidahtJ Foe;ij 
 m. KjyhtJ         
 M. ,uz;lhtJ         
 ,.  %d;W          
 <. %d;Wf;F mjpfkhf        
4. kjk; 
 m. ,e;J          
 M. K];yPk;          
 ,.  fpwp];jth;         
 <. gpw kjj;jth;         
5. FLk;g tif 
 m. jdpf;FLk;gk;         
 M. $l;Lf;FLk;gk;        
 ,. ePl;bf;fg;gl;l FLk;gk;       
 <. gphpe;j FLk;gk;         
6. trpg;gplk; 
 m. fpuhkk;          
 M. Ff;fpuhkk;         
 ,. efuk;          
 <. Gwefuk;          
7. tUkhdk; 
 m. &.2000f;Fk; Fiwthf                                 
 M. &.2000 - 4000         
 ,. &.4000 - 6000         
 <. &.6000f;Fk; Nky;        
8. jhapd; fy;tpj;jFjp 
 m. gbf;fhjth;         
 M. Muk;gf;fy;tp         
 ,. eLepiyf;fy;tp        
 <. Nky;epiyf;fy;tp mjw;F Nky;                                       
9. je;ijapd; fy;tpj;jFjp 
 m. gbf;fhjth;                 
 M. Muk;gf;fy;tp         
 ,. eLepiyf;fy;tp        
 <. Nky;epiyf;fy;tp mjw;F Nky;                     
10. Foe;ijapd; fy;tpj;jFjp 
 m. gs;spf;F nry;yhjth;       
 M. koiyah; gs;spf;F fPo;               
 ,. koiyah; gs;sp        
 <. Kjyhk; tFg;G         
11. czTg;gof;f tof;fk; 
 m. irtk;          
 M. mirtk;                 
 
 
 
 
 
 
 
kUj;Jtkid #oypy; Foe;ijapd; gjw;wj;ij cw;W Nehf;F elj;ij 
gw;wp rhpghh;f;Fk; gl;bay; 
 
cw;WNehf;Fgth; nray; newp:- kUj;Jtkidapy; cq;fs; Foe;ijapd; 
nray;ghL gw;wp fPNo nfhLf;fg;gl;Ls;sJ. mjpy; rhpahdtw;wpw;F 
mjw;Fhpa kjpg;ngz;fs; toq;fg;gLk;. MfNt nghUj;jkhdtw;iw 
$wTk;. 
t.vz; nghUslf;fk; 
kjpg;ngz;fs;
1 2 3 4 5
1. gphptpid gjw;wk; njhlh;ghd vjph;tpid    
 1. rhg;gpLtjw;F kWg;gJ    
 2. Jhq;Ftjpy; rpukk;    
 3. gpbj;jkhd Nghh;itia my;yJ 
tpisahl;L nghUis NjLtJ 
   
 4. ngw;Nwhh; vg;nghOJ ghh;f;f 
tUthh;fs; vd njhlh;e;J Nfl;L 
nfhz;Nl ,Ug;gJ 
   
 5. nfl;l fdTfs; fhz;gJ    
 6. gpwhplk; ,Ue;J tpyfpr; nry;tJ    
 7. Nrhfkhf / Nrhh;thf fhl;rpaspg;gJ    
 8. gpw Foe;ijfis  mbg;gjd; thapyhf 
Nfhgj;ij ntspg;gLj;JtJ 
   
 9. ntLntLg;ghf Njhw;wkspg;gJ    
 10. Raftdpg;G nray;ghLfspd; NghJ 
xj;Jiof;f kWg;gJS 
   
 11. ntFz;l Ngr;R kdepiyiaAk;> 
ftdj;ij <h;f;Fk; elj;ijiaAk; 
ntspg;gLj;Jjy; 
   
2. gjw;wk; njhlh;ghd $h;e;j eltbf;iffs;    
 12. fz;fis tphpj;J jpwe;jthW 
ntWkNd cWj;jp Nehf;Fjy; 
   
 13. jiyia ftpo;j;jp jiu jsj;jpy; 
cWj;jp Nehf;Fjy;  
   
 14. gpwUld; fz; njhlh;ig jtph;j;jy;    
3. gjw;wk; njhlh;ghd Ngr;R cUthf;fk;    
 15. tof;fkhf mikjpahf ,Ug;gJ    
 16. gpwhplk; rphpf;fhky;  ,Ug;gJ    
 17. gpwUf;F gjpyspf;fhky; ,Ug;gJ    
 18. re;jk; khwhj thh;j;ijfis 
njsptpd;wp KDKDg;gJ 
   
 19. epiwe;j Nfs;tpfis Nfl;gJ    
t.vz; nghUslf;fk; 
kjpg;ngz;fs;
1 2 3 4 5
 20. kUj;Jt Copah;fs; kPjhd gaj;ij 
nrhy;tJ 
   
 21. typahy; mOtJ/ KDFtJ    
 22. kUj;Jt Copah;fis jfhj 
thh;j;ijfshy; NgRtJ 
   
 23. rj;jkhf mOtJ    
 24. tpk;kp tpk;kp mOtJ    
 25. Vf;f ngU%r;R tpLtJ    
 26. Gyk;gp mOtJ    
 27. rpfpr;irapy; ,Ue;J jg;Gtjw;F 
xg;ge;jk; NgRtJ 
   
4. fl;Lg;ghl;il ,oe;J tpLtjhy; Vw;gLk; 
gjw;wk; njhlh;ghd vjph;tpid 
   
 28. Foe;ij rj;jkhf mOjthW 
mk;khit ,Wfg;gw;wpf; nfhs;tJ 
   
 29. kUj;Jtkid Copah;fs; kPjhd fz; 
njhlh;ig jtph;j;jy; 
   
 30. Foe;ij Nyrhd vjph;g;ig njhptpj;J 
mk;khit gw;wpf; nfhs;tJ 
   
 31. Foe;ij gLf;iff;F nrd;W mk;khit 
gf;fj;jpy; ,Uf;FkhW typAWj;JtJ 
   
5. typ njhlh;ghd gjw;wj;jpd;  vjph;tpid 
(Kfghtid / Kff;Rspg;G eltbf;if) 
   
 32.  Fog;gj;Jld; Njhw;wkspg;gJ 
(Nrhh;thf / ke;jkhf) 
   
 33.  gak; fye;j ghh;itia 
ntspg;gLj;JtJ 
   
 34. Nrhfkhf / Nrhh;thf Njhw;wkspg;gJ    
 35. GUtk; Rspj;jy;    
 36. Kfk; Rspg;gJ    
 37. fz;zPh; tbg;gJ    
 38. nrtpypaiu js;sp tpLtJ    
 39. kUj;Jt fUtpfis gpbj;J ,Of;f 
Kaw;rp nra;tJ 
   
 40.  nrtpypahplkpUe;J jd;id kiwj;J 
nfhs;tJ 
   
6 gjw;wk; njhlh;ghd xj;Jioahik    
 41.  njhlf;fj;jpy; xj;Jiof;f kWg;gJ    
 42. tpsf;fkspj;j gpd;dUk; xj;Jiof;f 
kWg;gJ 
   
 43. nrsfhpaq;fis / khw;W nray;fis 
kWg;gJ 
   
t.vz; nghUslf;fk; 
kjpg;ngz;fs;
1 2 3 4 5
 44.  mbg;gJ> cijg;gJ> fbg;gJ> 
nghUl;fisNah> tpisahl;L 
rhkhd;fisNah/ jpd;gz;lq;fisNah 
gpwtw;iwNah tPrp vwptjd; thapyhf 
Nfhgj;ij ntspg;gLj;JtJ 
   
 45.   kpf Kf;fpa mwpFwpfis 
fz;fhzpf;f mDkjpf;fhky; ,Ug;gJ 
   
 46.  Gyk;gp mOtJ> jtph;f;f Kaw;rpg;gJ. 
mlf;fp nfhs;tJ 
   
 47.  kUe;Jkhj;jpiufis type;J 
cl;nfhz;l gpd;dh; Jg;gp vwptJ 
   
 48.  vjph;g;G njhptpg;gJk;> rpfpr;ir 
miwapy; jq;Ftjw;F kWg;gJ 
   
 49.  khw;W eltbf;iffSf;F gpd;dh; 
jhd; rhg;gpLtJ 
   
 50.  nrsfhpaq;fis / khw;W 
nrsfhpaq;fis gpd;dh; jhd; 
Jhq;FtJ 
   
 
mstPL 
 5 - cWjpahf xj;Jf; nfhs;tJ 
 4 - xj;Jf;nfhs;tJ 
 3 -  jPh;khdkpd;wp 
 2 - xj;Jnfhs;shik 
 1 - cWjpahf xj;Jf;nfhs;shik 
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